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PREFACE 

The  1974  Act  creating  the  State  Commission  on  Local  Government 
provides:   "The  Commission  shall  make  a  detailed  and  thorough 
study  of  local  government  structure,  powers,  services,  finance 
and  state-local  relations.   The  Commission  shall  prepare  a 
revised  code  of  local  government  law  based  on  its  studies  and 
may  make  other  recommendations  for  the  improvement  of  local 
government. " 

In  compliance  with  this  legislative  mandate,  the  Commission 
authorized  a  series  of  studies  of  local  government  services  in 
addition  to  its  studies  of  local  government  structure  and  finance. 

One  of  the  earliest  studies  of  services  of  local  government  under- 
taken by  the  State  Commission  on  Local  Government  was  that  of  the 
study  of  local  public  health  services.   The  study  was  financed 
primarily  by  a  grant  from  the  Mountain  States  Regional  Medical 
Program,  spanned  a  period  of  approximately  two  years,  and  resulted 
in  proposed  legislation  to  revise  the  state  law  treating  the 
functions,  powers  and  authorities  of  local  health  boards,  officers 
and  departments,  as  well  as  measures  to  increase  state  and  federal 
monies  allocated  for  the  purpose  of  funding  local  public  health 
services.   This  report  concerns  the  findings  of  the  project 
director  and  the  resultant  proposals  presented  to  the  1977  legis- 
lative assembly. 

The  study  itself  involved  comprehensive  scrutiny  of  all  aspects 
of  local  public  health  programs  and  services  in  Montana  —  the 
availability  and  adequacy  of  services  currently  provided,  funding 
mechanisms,  relationships  between  local  health  departments  and 
their  counterpart  at  the  state  level,  the  history  of  the  develop- 
ment of  public  health  services  in  the  state,  etc.   The  report 
contains  individual  sections  concerning  each  of  these  topics. 

The  two  largest  sections  in  the  report  (RELATIONSHIP  BETWEEN  THE 
STATE  AND  LOCAL  HEALTH  DEPARTMENTS  and  FINANCING  LOCAL  HEALTH 
DEPARTMENTS)  deal  with  the  two  most  significant  problems  per- 
ceived during  the  course  of  the  study. 

The  report  also  contains  a  section  (page  13)  summarizing  the 
basic  concepts  under  which  the  proposals  resulting  from  the 
study  were  developed,  another  section  (page  19)  summarizing 
amendments  which  were  proposed  to  state  laws  relating  to  local 
health  departments  and  their  functions,  and  an  appendix  sum- 
marizing actions  on  these  proposals  by  the  1977  Legislature. 


ELIZABETH  RICHTER 
PROJECT  DIRECTOR 


"All  persons  are  born  free  and  have  certain 
inalienable  rights.   They  include  the  right 
to  a  clean  and  healthful  environment  and 
the  rights  of... seeking  their  safety,  health 
and  happiness  in  all  lawful  ways...." 


Article  II 

Section  3 

Montana  Constitution 
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METHODOLOGY  OF  THE  STUDY 


The  study  of  local  public  health  services  (sponsored  by  the  State 
Commission  on  Local  Government  and  funded  by  a  grant  from  the 
Mountain  States  Regional  Medical  Program)  was  conducted  primarily 
by  mail  through  the  use  of  questionnaires  to  local  public  health 
personnel  and  other  officials.   Questionnaires  were  sent  to  the 
following  individuals  (numbers  sent/numbers  returned  are  shown  in 
parentheses) : 

local  public  health  nurses  (165/100) 

local  health  officers  (52/24) 

local  sanitarians  (61/30) 

chairmen,  boards  of  county  commissioners  (56/19) 

directors,  state  health  departments  in  other  states  (12/8) 

administrators,  county-owned  hospitals  (24/0) 

administrators,  county-owned  nursing  homes  (31/9). 

The  last  two  groups  listed  above  were  surveyed  as  a  joint 
project  with  the  economic  assistance/social  services  study  of 
the  State  Commission  on  Local  Government.   As  indicated,  the 
response  was  very  low.   (See  section  on  COUNTY  HOSPITALS  AND 
NURSING  HOMES. ) 

In  addition  to  the  mailed  surveys,  personal  interviews  were  con- 
ducted with  many  other  individuals  involved  in  the  provision  of 
health  services  in  the  communities.   Meetings,  conventions  and 
conferences  of  the  various  interest  and  professional  groups  were 
also  attended  throughout  the  period  of  the  study. 

At  the  outset  of  the  study,  an  Advisory  Task  Force  was  formed 
utilizing  the  membership  of  a  committee  which  had  conducted  a 
previous  (but  somewhat  limited)  study  of  local  public  health 
services  in  Montana  -  the  "HJR  18  Committee"  (named  for  the 
legislative  resolution  authorizing  the  committee's  study).   The 
membership  of  this  task  force  is  composed  primarily  of  personnel 
of  the  State  Department  of  Health  and  Environmental  Sciences 
(SDHES) ,  but  includes  also  some  local  public  health  personnel, 
legislators,  and  "consumers."   The  task  force  met  twice  -  once 
at  the  beginning  of  the  study  to  discuss  the  project  director's 
work  program,  and  once  after  the  tentative  recommendations  had 
been  developed.   The  individual  members  of  the  task  force 
contributed  greatly  to  the  study,  providing  their  public  health 
expertise,  technical  assistance  and  advice. (1) 

When  the  tentative  recommendations  had  been  developed,  the  pro- 
posals were  sent  to  all  other  categories  of  local  public  health 
personnel  and  related  programs  and  services  and  their  reactions 


(1)  A  report  on  the  HJR  18  Committee's  study  is  available  from 
the  SDHES 


were  solicited.   (See  Appendix  A  for  individuals  contacted  per- 
sonally, individuals  and  groups  visited  by  the  project  director, 
and  additional  individuals  who  received  a  summary  of  the  tentative 
recommendations . ) 

Although  the  study  -  from  inception  to  final  report  -  spanned 
approximately  20  months,  a  considerably  greater  length  of  time 
(and  greater  resources)  would  be  required  to  thoroughly  research 
all  aspects  of  the  role  of  local  health  departments  and  the  pro- 
grams and  agencies  which  interrelate  with  them.   During  the 
course  of  the  project,  many  issues  and  problems  were  uncovered 
which  deserve  in-depth  scrutiny  but  which  the  project  director 
did  not  have  the  time  nor  the  resources  to  accomplish. 

Examples  of  these  areas  which  deserve  (in  fact,  demand)  closer 
scrutiny  are:   what  methods  could  be  utilized  to  convince  the 
federal  government  of  the  difficulties  rural  hospitals  and  nursing 
homes  encounter  in  attempting  to  comply  with  regulations  developed 
mainly  for  urban  medical  facilities  in  heavily  populated  states? 
Should  school  nurses  come  under  the  supervision  and  administration 
of  local  health  departments  rather  than  school  boards?   How  can 
the  potential  of  family  planning  programs  and  home  health  care 
services  be  exploited?   How  can  the  jurisdictional  problems  be 
resolved  in  relation  to  which  level  of  government  has  authority 
in  what  areas  over  the  Indian  reservations  (specifically  in  terras 
of  compliance  with  public  health  laws) ? 

Additionally,  research  conducted  principally  by  mail  is  a  less 
desirable  methodology  than  personal  interviews  and  other  on-site 
visits  to  the  subjects  of  the  research.   This  is  particularly 
applicable  in  terms  of  attempting  to  collect  financial  data  con- 
cerning the  programs  and  services.   If  greater  time  and  resources 
had  been  available,  it  would  have  been  far  more  effective  to 
travel  around  to  most,  if  not  all,  of  the  56  counties  to  determine 
on-site  what  public  health  services  are  now  being  provided,  to 
meet  and  interview  the  people  who  are  providing  them,  to  determine 
specific  problems  and  difficulties  encountered  in  the  individual 
counties,  to  gather  financial  data,  and  to  otherwise  become  better 
acquainted  with  all  aspects  of  the  services,  personnel  and  finan- 
cing mechanisms  presently  existing  in  the  state. 

Even  though  it  was  not  possible  to  employ  these  methods,  most 
aspects  of  the  programs  and  services  of  local  health  departments 
and  related  agencies  and  programs  were  the  subject  of  at  least 
limited  scrutiny  during  the  course  of  the  study. 


WHAT  ARE  "PUBLIC  HEALTH"  SERVICES? 


Due  to  the  ever-increasing  involvement  of  government  in  all  aspects 
of  health  services  in  our  country,  the  definition  of  public  health 
services  is  becoming  less  distinct  with  the  passage  of  every  new 
legislative  measure  in  the  area  of  health. 

At  one  time,  when  the  terminology  "public  health  services"  was 
used,  the  public  health  nurse  came  immediately  to  mind.   Later, 
when  environmental  health  and  sanitation  services  became  more 
widespread,  the  services  of  a  sanitarian  were  included  within  the 
definition  of  "public  health  services." 

Nowadays,  it  is  difficult  to  strictly  define  "public  health 
services."   Does  it  include  any  and  all  medical  or  health  services 
which  involve  the  expenditure  of  public  monies?   Does  it  include 
services  provided  by  a  physician  to  a  patient  who  is  eligible  for 
payment  of  his  medical  bills  by  the  government?   Does  it  include 
operation  of  a  hospital  which  is  supported  not  just  by  private 
patients  and  their  insurance,  but  also  by  county  revenues  and 
other  government  dollars? 

These  questions  are  difficult,  perhaps  impossible,  to  answer. 
But  because  there  is  a  great  deal  of  confusion  in  this  area,  a 
comparison  should  be  drawn  between  three  separate  and  distinct 
health-related  services  before  the  reader  proceeds.   They  are: 

1.  medical  services  -  provided  by  a  physician  to  an 
individual  when  he  is  ill  and  in  need  of  treatment; 

2.  medical  assistance  programs  -  to  help  the  individual 
pay  for  his  medical  services  (usually  these  are  gov- 
ernment-financed programs  such  as  Medicaid,  Medicare, 
county  medical  assistance,  etc.,  but  broadly  speaking 
private  health  insurance  benefits  could  also  be  in- 
cluded in  this  category) ;  and 

3.  preventive  health  services  -  publicly-financed  programs 
designed  to  keep  individuals  well  by  preventing  disease 
through  immunizations;  by  detecting  illnesses  in  their 
early  stages  through  screening  clinics;  by  assuring 
sanitary  conditions  through  restaurant  inspection, 
maintaining  the  purity  of  drinking  water  supplies;  etc. 
Preventive  health  services  are  provided  primarily  by 
local  health  officers,  public  health  nurses  and  sani- 
tarians . 

This  report  deals  with  the  subject  of  the  latter  category.   With- 
in that  category,  moreover,  the  report  deals  principally  with  the 
functions,  powers,  duties  and  responsibilities  of  local  health 
departments  and  local  public  health  personnel  since  these  were 


the  basic  subjects  assigned  for  study  under  the  grant  from  the 
Mountain  States  Regional  Medical  Program.   Other  programs  and 
services  (home  health  care,  family  planning  programs,  etc.)  which 
impact  on  the  role  of  local  health  departments,  and  other  agencies 
(the  State  Department  of  Health  and  Environmental  Sciences,  etc.) 
which  have  a  close  interrelationship  with  local  health  departments 
were  also  the  subjects  of  limited  scrutiny  during  the  course  of 
the  study. 

Because  of  the  confusion  over  the  differences  between  publicly- 
funded  preventive  health  services  and  publicly-funded  medical 
assistance  programs,  a  further  comparison  might  be  useful.   (Once 
during  a  hearing  on  a  bill  to  fund  a  preventive  health  program,  a 
state  legislator  balked  at  voting  in  favor  of  the  bill  on  the 
basis  that  the  same  people  who  would  benefit  from  the  services 
are  also  eligible  for  Medicaid.) 

As  stated  earlier,  preventive  health  services  are  programs  directed 
at  preventing  illnesses  or  detecting  them  in  their  early  stages. 
Medicaid,  Medicare  and  county  medical  assistance  programs  are 
economic  assistance  programs  devised  to  help  eligible  individuals 
pay  for  their  medical  care  services.   Preventive  health  programs 
are  attempts  to  keep  people  well;  medical  assistance  programs 
are  methods  of  helping  people  pay  for  their  medical  care  after 
they  are  already  ill.   Further,  preventive  health  programs  are 
for  everybody  regardless  of  age,  income  or  other  eligibility 
requirements;  medical  assistance  programs  are  directed  at  a  certain 
category  of  recipient,  depending  on  his  need  or  financial  situation. 


WHY  PREVENTIVE  HEALTH  SERVICES? 

It  seems  like  the  worst  kind  of  bad  economy  to  only  minimally 
fund  preventive  health  services  but  be  willing  to  continuously 
pump  millions  of  taxpayer  dollars  into  medical  care  through 
medical  assistance  programs  -  particularly  when  one  considers 
the  fact  that  many  of  the  illnesses  treated  might  have  been 
either  prevented  or  detected  in  their  earlier  stages  by  a  public 
health  nurse  or  a  sanitarian. 

Additionally  the  cost  is  not  confined  solely  to  tax  dollars.   Out- 
of-pocket  payments  by  medical  care  consumers  and  insurance  policy 
payments  in  this  nation  and  this  state  are,  without  exaggeration, 
phenomenal.   Americans  now  spend  almost  10%  of  their  income  for 
health, (2)  and  the  costs  are  expected  to  continue  to  rise. 
Further,  it  has  been  estimated  that  the  average  citizen  now  works 
approximately  one  month  out  of  each  year  to  help  pay  for  the 
nation's  total  medical  care  costs  (including  publicly-funded 
medical  assistance) ,  which  now  exceed  $100  billion  annually,  or 
8%  of  the  nation's  gross  national  product. (3)  in  fiscal  year  1975, 
42.2%  of  health  expenditures  throughout  the  nation  came  from 
public  funds . 

In  view  of  the  fact  that  the  federal  government  has  committed 
itself  to  the  philosophy  of  supporting  and  funding  more  and  better 
preventive  health  services, (4)  it  is  difficult  to  comprehend  that, 
while  the  health  portion  of  the  federal  budget  grew  from  $2  bil- 
lion in  fiscal  year  1964  to  $22  billion  in  fiscal  year  1974,  a 
relatively  small  percentage  of  this  increase  was  spent  on  preven- 
tive health  services.   The  major  expenditure  is,  of  course,  medi- 
cal assistance  programs  (Medicaid,  Medicare) . 

It  is  an  almost  certainty,  however,  that,  with  the  passage  of  a 
national  health  insurance  plan,  the  federal  government  is  going 
to  demand  of  state  and  local  governments  effective,  adequately 
funded  local  public  health  services  in  order  to  assure  that  every 
effort  is  made  to  prevent  illnesses,  thereby  reducing  the  cost  to 
all  levels  of  government  for  treating  them. 

The  interest  of  private  insurance  carriers  in  preventive  health 
care  is,  mysteriously,  almost  non-existent.   It  is  very  rare  to 
find  a  medical  insurance  policy  which  contains  preventive  services 
(e.g.,  physical  examinations)  among  its  benefits  -  even  for  some- 
thing as  "cost-effective"  as  pap  smears,  designed  to  detect  cervical 
cancer  which  is  almost  100%  curable  if  found  in  its  early  stage. 


(2)  Council  on  Wage  and  Price  Stability,  1976  report 

(3)  Franklin  K.  Brough,  Ph.D.,  THE  NATION'S  HEALTH,  August,  1975 

(4)  FORWARD  PLAN  FOR  HEALTH,  U.  S.  Department  of  Health,  Education 
and  Welfare 


Insurance  companies  could  save  themselves  (and  their  policy- 
holders) vast  sums  of  money  if  they  were  willing  to  pay  benefits 
for  such  worthwhile  preventive  medical  services. 

An  illustration  of  what  a  good  investment  a  public  health  nurse 
can  be  is  that,  if  she  can  provide  nursing  services  to  an  individual 
in  his  own  home,  she  can  save  him  (or  his  insurance  company  or  the 
government  if  he  is  eligible  for  Medicaid  or  Medicare)  from  $25.00 
to  $35.00  per  day  if  he  might  otherwise  be  in  a  nursing  home,  or 
approximately  $130  (5)  per  day  if  he  might  otherwise  be  in  a  hospi- 
tal. 

Contrasting  the  costs  of  preventive  health  services  with  the  costs 
of  medical  assistance  programs  in  Montana  is  also  a  revealing 
comparison.   In  fiscal  year  197  5,  the  combined  federal,  state  and 
local  expenditures  for  preventive  health  services  (including 
environmental  health)  was  approximately  $12.4  million.   For  the 
same  period,  the  combined  federal,  state  and  local  expenditures 
for  publicly-funded  medical  assistance  programs  was  approximately 
$69.7  million. (6) 


(5)  Average  cost  in  Montana  per  Blue  Shield 

(6)  State  Commission  on  Local  Government,  Economic  Assistance 
Study  (Medicaid  -  $29.2  million;  County  Medical  Assistance 
$3.5  million)  and  the  Social  Security  Administration, 
Helena  (Medicare  -  $37  million) 


HISTORY  OF  PUBLIC  HEALTH  SERVICES  IN  MONTANA 


(7) 


At  the  federal  level  of  government,  the  Public  Health  Service  was 
first  organized  in  1779  and  was  known  as  "The  U.  S.  Marine  Service. 
This  organization  provided  health  services  for  seamen,  made  immun- 
ization immigration  checks  for  communicable  diseases  and  examined 
migrant  labor  help. (8)   Its  modern  counterpart  is,  of  course,  the 
massive  Department  of  Health,  Education  and  Welfare,  but  personal 
and  environmental  health  efforts  are  shared  with  other  agencies 
of  the  federal  government:   the  Armed  Services,  the  Department  of 
Interior,  the  Department  of  Agriculture,  the  Environmental  Protec- 
tion Agency,  etc.   It  seems  safe  to  speculate  that  one  reason 
public  health  services  at  the  local  level  of  government  are  so 
fragmented  today  is  because  this  is  the  pattern  from  the  federal 
level  on  down. 

The  earliest  reference  to  public  health  in  Montana  was  perhaps 
not  even  related  to  health,  but  possibly  to  preserving  the 
quality  of  the  rich  mining  lodes.   The  Fairweather  Mining  District 
laws  contained  a  provision  that  no  slaughter  house  was  to  be 
allowed  "within  80  rods  of  the  creek." (9)   Whether  or  not  this 
was  related  to  public  health,  it  would  have  been  beneficial 
thereto  (not  to  say  aesthetic)  if  the  residents  of  the  District 
and  surrounding  area  obtained  their  drinking  water  from  the  creek. 

The  published  laws  of  the  Territorial  Legislature  for  the  First 
Session,  1864-1865,(10)  contain  some  curious  references  to  public 
health  under  the  title  "An  Act  in  Relation  to  Offenders  Against 
the  Public  Health."   Sandwiched  between  the  prohibition  against 
selling  "spirituous  liquors,  or  wine  and  beer"  to  soldiers  and 
threats  of  imprisonment  for  selling  "ardent  spirits,  fire-arms 
or  ammunition"  to  Indians,  can  be  found     the  first  state  (or 
rather  territorial)  laws  relating  to  public  health. 

They  covered  the  prohibition  against  the  selling  of  "corrupted  or 
unwholesome  provisions,"  adulterated  drugs  or  medicines,  and 
adulterated  "spirits,  or  malt  liquor,  or  other  liquor."   In  these 
statutes,  it  was  also  unlawful  for  "any  physician,  or  other  per- 
son, while  in  a  state  of  intoxication  (to)  prescribe  any  poisonous 
drug  or  medicine..."  (presumably  if  he  were  sober  that  was  not 
considered  unlawful) ,  and  for  druggists  to  sell  poisons  which  were 
not  labeled  as  such. 


(^)  Much  of  the  information  relating  to  the  early  years  of  the  State 
Board  of  Health  in  this  section  was  taken  from  the  50-YEAR  HIS- 
TORY, MONTANA  STATE  BOARD  OF  HEALTH,  published  19  51 

(8)  A  MANUAL  FOR  LOCAL  PUBLIC  HEALTH  OFFICERS  AND  SANITARIANS, 
Dr.  George  S.  Smith,  published  by  the  Pennsylvania  League  of 
Cities 

(9)  Laws  and  Proceedings  of  the  Fairweather  Mining  District  on 
Alder  Creek,  Idaho  Territory,  June,  1863 

(10)  Acts  of  the  Territory  of  Montana,  First  Session,  1864-1865 


The  most  peculiar  reference  to  public  health  in  these  statutes 
was  a  provision  making  it  unlawful  for  "any  person  (to)  inoculate 
himself,  or  any  other  person. . .with  the  smallpox  within  this 
Territory,  with  the  intent  to  cause  the  prevalence  or  spread  of 
this  infectious  disease...."   Why  anybody  should  wish  to  cause  an 
epidemic  of  smallpox  remains  a  mystery. 

Although  county  boards  of  health  were  not  authorized  by  the  legis- 
lature until  1901,  Butte  was,  not  surprisingly,  ahead  of  its  time. 
The  City  of  Butte  passed  an  ordinance  in  1897,  which  created  a 
board  of  health  and  appointed  a  "sanitary  inspector"  and  a  "sani- 
tary policeman ." dl)  ^q    far  as  can  be  determined,  these  were  the 
first  "sanitarians"  in  Montana. 

The  State  Board  of  Health  in  Montana  was  created  by  the  7th 
Legislative  Assembly  in  1901,  and  one  of  the  principal  reasons 
for  its  formation  was  to  assist  in  the  battle  against  Rocky 
Mountain  Spotted  Fever  in  western  Montana.   At  that  time  in 
Montana's  history,  of  all  the  dread  diseases.  Rocky  Mountain 
Spotted  Fever  had  the  highest  mortality  rate  -  nearly  80%.   It 
wasn't  until  some  years  after  the  creation  of  the  State  Board, 
however,  that  the  investigators  discovered  that  the  lowly  tick 
was  responsible  for  the  disease  (1919)  and  some  years  later 
(1922)  before  a  protective  vaccine  was  developed  -  but  not  until 
five  public  health  workers  had  died  of  the  fever,  contracted 
during  the  early  investigations. 

Eventually,  the  federal  government  was  sufficiently  impressed 
with  Montana's  efforts  to  combat  the  disease  that  Washington  in- 
vested monies  to  aid  the  battle.   Today,  the  Rocky  Mountain  Lab- 
oratory in  Hamilton  is  a  federal  facility,  employing  an  impres- 
sive staff  of  scientists  and  technicians  in  a  modern,  well-equipped 
facility  -  a  far  cry  from  the  woodshed  in  which  the  first  investi- 
gations began. 

Other  public  health  problems,  of  course,  prompted  the  formation  of 
the  first  Board  of  Health.   Smallpox  was  rampant  in  many  parts  of 
the  state,  tuberculosis  control  was  a  major  concern  of  the  Board 
(in  1916  tuberculosis  took  521  lives  in  Montana) ,  and  typhoid  was 
prevalent  in  many  of  the  towns  where  entire  populations  drank 
from  badly  contaminated  water  supplies.   An  early  study  commis- 
sioned by  city  officials  in  Butte  revealed  that  miners  were 
"urinating  promiscuously"  in  the  mines  (rather  than  using  the 
"toilet  cars"  provided)  and  thereby  risking  the  spread  of  typhoid 
bacteria  which  were  thought  to  remain  in  the  human  body  months 
after  recovery  from  the  disease.   The  study  recommended  that  any- 
body caught  in  the  act  be  dismissed  immediately . (12) 


(11)  Ordinance  #4  59,  ciry  of  Butte,  June  4,  1897 

(12)  Butte  Sanitary  Condition  Report,  1908-1912,  Montana 
Historical  Society  Archives 


To  deal  with  all  of  these  public  health  problems,  the  first  State 
Board  of  Health  was  granted  an  appropriation  of  $2,000  by  the 
legislature.   The  frustration  of  early  health  workers  over  legis- 
lative fiscal  priority-setting  was  expressed  in  those  days  by  the 
board's  secretary  who,  commenting  upon  the  generous  appropriations 
granted  to  the  livestock  and  fish  and  game  interests,  stated  that 
"the  value  of  the  people  is  placed  at  about  1/88  that  of  the  lower 
animals."   It  is  interesting  to  note  how  little  some  things  change. 

As  a  part  of  that  original  legislation  in  1901,  county  boards  of 
health  were  mandated  in  every  Montana  county.   Cascade  County  formed 
the  first  county  board  of  health  almost  immediately  after  the  legis- 
lation was  passed  (1901)  and  in  Missoula,  the  city  government  itself 
was  formed  not  much  later  in  order  to  "more  adequately  provide  for 
the  health  and  safety  of  the  citizens." 

The  first  city-county  board  of  health  was  formed  in  1914  between 
the  City  of  Billings  and  Yellowstone  County,  and  although  legis- 
lation permitting  district  health  boards  passed  the  legislature 
in  1945,  the  first  (and  only)  functioning  district  health  depart- 
ment formed  of  counties  with  a  common  health  officer,  the  Central 
Montana  Health  District  (now  comprised  of  Fergus,  Petroleum, 
Musselshell,  Wheatland,  Sweet  Grass  and  Judith  Basin  counties) 
was  not  formed  until  1973. 

Contemporary  proponents  of  the  district  health  department  concept 
will  be  interested  in  a  1914  statement  attributed  to  Dr.  W.  F. 
Cogswell,  executive  secretary  at  the  time  to  the  State  Board  of 
Health:   "If  it  were  possible  to  divide  the  state  into  districts 
and  have  a  health  officer  for  each  district  who  could  devote  his 
whole  time  to  health  work,  the  efficiency  of  this  department 
would  be  greatly  increased." 

The  first  full-time  local  health  officer  in  Montana  was  employed 
by  the  Billings-Yellowstone  board  of  health  in  1914.   An  interesting 
historical  note  is  that  one  of  the  early  duties  assigned  to  local 
health  officers  by  the  legislature  was  to  "restrict  or  suppress 
prostitution."   All  things  to  all  people. 

The  first  public  health  nurse  in  Montana,  hired  by  the  State  Board 
in  1916,  spent  some  years  of  her  professional  career  among  the 
Indians  on  the  reservations  attempting  to  locate  and  treat  cases 
of  tuberculosis  and  educate  the  Indian  mothers  about  practices 
which  might  help  reduce  incidence  of  the  disease  among  their 
children  (one-fourth  of  the  babies  dying  on  the  reservations  in 
the  mid-1920' s  were  victims  of  tuberculosis). 

The  early  public  health  nurses  (they  now  prefer  the  term  "community 
health  nurse")  in  Montana  were  State  Health  Board  employees,  but 
as  local  boards  of  health  came  to  recognize  the  value  of  the  nurses' 
services,  and  when  the  legislature  authorized  their  employment  by 
local  school  boards  and  counties  in  1917,  more  and  more  nurses  were 
hired  by  local  health  boards.   The  role  of  the  public  health  nurse 


has  been  expanded  from  a  mere  advocate  of  hygiene  and  good  nutri- 
tional practices  to  a  professional  who  must  exhibit  awareness  of 
reactions  to  medicines,  who  must  be  able  to  assess  a  patient's 
symptoms  and  a  child's  physical  and  mental  development,  etc. 

The  virtual  eradication  of  smallpox,  polio  and  maternal  deaths 
(in  1919,  Montana's  maternal  death  rate  was  the  highest  in  the 
nation;  in  1973  there  were  no  maternal  deaths)  and  the  lowering 
of  the  infant  death  rate  from  116.6  per  1,000  live  births  in  1910 
to  19.5  in  1973(13)  must  be,  in  large  part,  attributed  to  the 
efforts  of  the  public  health  nurse.   Her  persistence  in  urging 
mothers  to  seek  pre-natal  care  and  her  contributions  toward  the 
objective  of  a  100%  immunization  level  among  children  has  contri- 
buted greatly  to  the  general  public  health  in  Montana. 

Sanitation  was  likewise  an  early  concern  of  public  health  workers, 
A  1913  regulation  of  the  State  Board  prohibited  the  use  of  a  com- 
mon drinking  cup  at  public  water  supplies  and  a  common  roller 
towel  in  hotels,  restaurants  and  other  public  places  -  the  fore- 
runners of  today's  stringent  sanitary  measures  with  which  such 
establishments  must  comply.   It  has  been  a  generally  accepted 
fact  that  improvement  of  public  water  supplies  and  fly-control 
programs  have  been  clos-?ly  linked  with  the  eradication  of  typhoid 
fever . 

The  first  local  sanitarian  m  Montana  (aside  from  the  "policeman" 
and  the  "inspector"  in  Butte) ,  employed  by  the  board  of  health  in 
Great  Falls,  inspected  the  sanitary  facilities  at  the  Dempsey/ 
Gibbons  fight  in  Shelby  in  1923.   The  function  of  the  early  sani- 
tarian was,  however,  a  fairly  uncomplicated  job  (one  early-day 
sanitarian  was  hired  to  eradicate  rats  -  and  was  given  a  baseball 
bat  as  ammunition) .   As  his  role  became  more  complicated,  re- 
quiring a  more  sophisticated  level  of  knowledge,  the  State  Board 
saw  fit  to  require  more  stringent  qualifications  for  his  employ- 
ment.  Today  a  sanitarian  must  be  licensed  under  state  law,  and 
in  order  to  meet  the  demands  of  his  job,  is  required  to  have  a 
knowledge  of  such  subjects  as  chemistry,  microbiology  and  physics. 

Both  the  public  health  nurse  and  the  sanitarian  are  now  called 
upon  to  not  only  exhibit  and  exercise  a  knowledge  of  their 
respective  professions,  but  they  must  also  perform  functions 
which  are  only  tangentially  related  to  their  professional  roles  - 
community  development,  health  education,  public  relations, 
lobbying  (to  maintain  budget  levels)  and  diplomacy  (when  imple- 
menting enforcement  procedures) . 

A  state  department  of  health  was  created  in  1967.   The  department 
was  under  policy  guidance  of  the  State  Board.   During  the  overall 


(13)  MONTANA  VITAL  STATISTICS,  1973,  SDHES  Bureau  of  Records  and 
Statistics 
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Executive  Reorganization  process  in  Montana  in  the  early  1970' s, 
the  department  became  the  State  Department  of  Health  and  Environ- 
mental Sciences,  and  most  of  the  administrative  functions  of  the 
board  were  turned  over  to  the  department  at  that  time.   The  State 
Board  of  Health  still  exists  today,  but  its  function  in  relation 
to  the  department  is  now  primarily  advisory .  '■'■^' 

One  mysterious  entry  found  in  the  50-year  history  of  the  State 
Board  of  Health  is  the  mention  of  the  establishment  in  1951  of  a 
"division  of  Local  Health  Services"  and  the  appointment  of  a 
director  thereto.   The  Executive  Reorganization  Commission  publi- 
cation of  1970  makes  no  mention  of  such  a  function  within  the 
department  and  no  such  office  exists  on  today's  organization  charts 
of  the  department.   With  the  ever-increasing  sophistication  and 
proliferation  of  public  health  programs  and  services  and  ever- 
growing contacts  between  the  state  and  local  health  departments, 
such  a  function  within  the  state  department  is  badly  needed  to 
serve  as  liaison  between  state  and  local  department  personnel. 

There  are  two  prophetic  statements  in  the  50-year  history  publi- 
cation which  relate  to  the  overall  theme  of  this  report.   Both 
statements  concern  public  health  activities  in  the  very  early 
years  following  creation  of  the  State  Board: 

"Many  people  interested  in  public  health  recognized  the 
importance  of  the  work  done  by  local  Boards,  but  they 
received  little  more  than  infrequent  tribute." 

and 

"Limited  state  funds  available  to  the  (State)  Board  re- 
stricted the  investigation  of  spotted  fever  in  Montana...." 


(14)  PRELIMINARY  REPORT,  HEALTH  AND  ENVIRONMENTAL  SCIENCES, 

Montana  Executive  Reorganization  Commission,  September  17, 
1970 
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THE  PROPOSAL 

This  study  was  done  as  a  part  of  the  overall  "Services  Project" 
of  the  State  Commission  on  Local  Government  -  studies  of  all 
services  of  local  government.   The  principal  objective  of  the 
services  studies  was  to  determine  what  changes,  if  any,  are 
needed  in  state  law  to  improve  the  delivery  of  the  services  at 
the  local  level. 

The  "product"  of  the  public  health  research  is  the  proposed  law 
relating  to  local  health  departments  (see  Appendix  B  for  a  copy 
of  the  proposed  law) .   The  proposed  law,  if  adopted,  will  become 
a  part  of  Title  47A,  the  Code  of  Local  Government  of  the  Montana 
statutes  -  also  to  be  proposed  to  the  1977  Legislature. 

Current  law  relating  to  the  functions,  powers,  duties,  etc.,  of 
local  boards  of  health  and  their  personnel  is  contained  in  Chap- 
ter 45,  Title  69  (the  Public  Health  Code) . 

The  two  basic  concepts  under  which  this  proposal  was  developed 
are : 

1.  that  the  general  public  health  is  primarily  the  state's 
responsibility,  but 

2.  that  the  actual  provision  of  direct  services  should  be 
the  responsibility  of  local  health  departments,  with 
supportive  services  and  technical  assistance  being 
provided  by  the  state  level. 

Some  have  argued  that  the  first  concept  above  is  erroneous  -  that 
instead  public  health  is  the  responsibility  of  the  individual 
citizen  and  the  private  medical   profession.    The  citizen  and 
the  physician  can,  of  course,  do  much  to  maintain  healthful  condi- 
tions, but  will  the  individual  or  his  physician     inspect  restau- 
rants for  sanitary  conditions?   Will  they  assure  that  Montana's 
waters  are  not  being  polluted?   Will  they  organize  educational 
programs  concerning  the  need  for  childhood  immunizations  and  the 
dangers  of  venereal  disease?   Will  they  provide  nursing  services 
to  the  aged  sick  in  their  homes? 

It  is,  of  course,  unquestionable  that  government  should  not  attempt 
to  provide  services  which  individuals  and  private  medical  providers 
are  able  and  willing  to  provide  themselves,  but  it  is  obvious  that 
the  responsibility  for  the  provision  of  the  types  of  services 
described  above  has  been  undertaken  only  by  government.   It  doesn't 
seem  possible  that  anybody  in  this  day  and  age  could  question  the 
necessity  of  such  programs.   One  of  the  factors  which  has  made  us 
a  civilized  nation  is  that  our  governments  (at  all  levels)  have 
not  only  seen  the  need  for  such  activities,  but  have  been  willing 
to  fund  them  as  well.   It  is  an  arguable  point  whether  public 
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health  programs  are  being  adequately  funded,  but  they  are  being 
funded . 

A  word  or  two  might  be  useful  here  about  the  historical  contro- 
versy over  whether  or  not  government  should  be  involved  at  all 
in  providing  any  kinds  of  personal  health  services  (preventive 
or  otherwise) .   Some  people  will  single  out  individual  programs 
(family  planning,  for  instance)  which  they  feel  should  be  the 
sole  purview  of  private  medical  providers.   Others  say  that 
government  should  not  be  involved  at  all  in  the  provision  of  any 
types  of  public  health  services. 

Although  it  would  be  difficult  to  deny  that  immunization  clinics 
probably  attract  some  people  who  would  otherwise  visit  their 
physicians,  there  is  a  lot  to  be  said  for  the  argument  that  many 
people  who  would  not  and  do  not  visit  physicians  for  routine 
treatment  do  avail  themselves  of  public  health  services.   It 
would  seem  that  getting  the  public  (and  particularly  the  children) 
immunized  against  serious  diseases  is  the  desired  objective  no 
matter  how  it  is  achieved. 

It  also  seems  obvious  that  public  health  personnel  in  some 
respects  serve  as  an  "outreach"  service  for  private  physicians. 
Most  parents  who  receive  a  note  from  the  school  nurse  about  some 
perceived  medical  problem  would  take  their  child  to  a  physician. 
Additionally,  the  purpose  of  public  health  screening  clinics  is 
to  detect  diseases  and  disability,  but  if  the  nurse  finds  a 
condition  needing  treatment,  she  cannot  treat  it.   Again,  most 
people  would  visit  their  physicians  if  the  public  health  nurse 
informed  them  that  she  had  detected  a  medical  problem. 

Some  have  argued  that,  although  public  health  programs  are  both 
necessary  and  appropriately  provided  by  governmental  units,  the 
overall  responsibility  for  them  belongs  at  the  local  level  of 
government.   This  reaction  prompts  questions:   Will  Fergus 
County  assure  that  Ravalli  County  actually  provides  these  services? 
And  at  the  same  level  and  of  the  same  quality  as  Fergus  County's 
services?   Who  will  provide  the  consultative  services  and  technical 
expertise  needed  by  the  counties'  public  health  personnel?  Who 
will  assure  that  state  laws  relating  to  public  health  are  enforced? 
Which  county  will  undertake  to  resolve  a  public  health  problem 
which  transcends  county  boundaries  (e.g.,  water  pollution)? 

One  important  fact  -  that  of  the  mobility  of  the  state's  popula- 
tion -  demands  that  the  responsibility  for  the  general  public 
health  of  all  the  citizens  of  the  state  rests  with  the  state  level 
of  government.   The  limited  fiscal  capacity  of  local  governments 
in  terms  of  providing  specialized,  costly  personnel  and  services 
is  yet  another  reason  the  state  must  be  considered  responsible. 

The  second  concept  under  which  the  proposal  was  developed  sets 
the  general  theme  of  the  recommendations  resulting  from  the  study. 
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At  one  time,  federal  government  employees  were  coming  into  the 
state  to  provide  direct  services  themselves,  particularly  in  the 
area  of  environmental  health  or  sanitation  programs.   When  the 
state  government  had  developed  the  resources  and  the  capabilities 
itself  to  provide  the  services  the  federal  employees  had  been 
providing,  the  state  revolted  against  this  federal  involvement, 
and  a  lessening  of  direct  federal  influence  in  the  state's  public 
health  programs  came  about.   Now,  as  a  natural  evolutionary  pro- 
cess, it  is  time  to  turn  over  the  responsibility  for  providing 
the  direct  services  to  local  health  departments. 

Montana's  local  health  departments  have  by  now  developed  into  a 
corps  of  professional  public  health  personnel  throughout  the 
state  (much  to  the  credit,  by  the  way,  of  the  efforts  of  the 
SDHES) ,   The  word  "department"  is  a  bit  over-stating  the  situa- 
tion, since  many  local  health  departments  are  comprised  of  a 
single  nurse  or  sanitarian  working  in  a  county  by  herself  or 
himself,  but  even  under  these  circumstances,  the  personnel  are 
generally  capable  of  performing  a  wide  variety  of  public  health 
functions.   With  the  state  level  providing  supportive  assistance 
and  the  specialized  consultative  services  the  local  personnel 
will  always  need,  local  employees  have  the  resources  to  provide 
most  of  the  public  health  services  Montana's  communities  require. 
The  greatest  deficiency  in  local  public  health  departments  is 
their  lack  of  personnel. 

The  state  is  fortunate  to  have  its  five  full-time  health  depart- 
ments (in  the  five  largest  cities) ,  with  services  in  the  balance 
of  the  state  being  provided  by  licensed  professional  nurses  and 
licensed  sanitarians,  most  of  whom  within  both  categories  have 
public  health  training  or  experience  in  their  backgrounds. 

The  SDHES  should,  of  course,  retain  (and,  in  fact,  increase)  its 
specialized  consultants  and  its  capability  to  provide  technical 
assistance  which  one  couldn't  reasonably  expect  local  health 
departments  to  provide  for  themselves.   If  the  SDHES  lessened  its 
involvement  in  programs  local  employees  have  the  capability  to 
provide,  it  should  be  able  to  afford  even  more  specialized  tech- 
nicians who  would  be  better  able  to  meet  the  more  sophisticated 
needs  of  local  employees. 

There  are,  of  course,  alternatives  to  the  recommendations  proposed 
by  this  project.   Some  have  been  officially  proposed  in  the  past. 

One  of  these  relates  to  mandating  the  formation  of  local  district 
health  departments.   Districting  local  public  health  service  is, 
indeed,  a  sound  concept,  particularly  for  the  rural  counties, 
and  nothing  in  this  proposal  would  either  prohibit  or  discourage 
it.   But  it  is  a  structure  which  counties  should  be  permitted  to 
choose  for  themselves  according  to  their  local  needs,  and  should 
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not  be  forced  upon  them  by  state  law.   A  component  of  this  proposal 
in  the  past  has  usually  been  that  financial  "incentives"  should  be 
offered  to  counties  which  are  willing  to  be  a  party  to  a  district 
health  department,  but  this  prompts  the  question  as  to  why  a  dis- 
trict health  department  would  need  more  monies  than  a  single- 
county  health  department.   In  fact,  it  would  seem  they  would  need 
them  less  than  a  health  department  which  is  not  sharing  the  cost 
of  personnel  and  other  expenses  with  other  counties . 

For  quite  some  time,  there  has  been  discussion  about  the  possibility 
of  "regionalizing"  the  SDHES  so  that  state  personnel  could  either 
provide  the  services  themselves  or  be  closer  to  those  with  whom 
they  consult.   For  several  reasons,  it  seems  obvious  that  services 
provided  by  state  employees  wouldn't  function  as  well  as  permitting 
local  employees  to  provide  them.   First  of  all,  it  would  neces- 
sitate dividing  the  total  staff  of  the  SDHES  by  five  or  six  (presuming 
a  headquarters  is  retained  in  Helena)  and  then  requiring  the  state 
personnel  to  move  out  of  Helena  to  Great  Falls,  Billings,  Miles 
City,  etc.   In  the  past,  it  has  been  suggested  that,  even  in  the 
absence  of  an  official  regionalization,  some  of  the  state  employees 
move  out  to  other  communities  of  the  state  so  they'd  be  closer  to 
the  sources  of  the  problems  with  which  they  were  assisting.   This 
suggestion  has  been  greeted  by  state  employees  with  a  distinct 
lack  of  enthusiasm.   Secondly,  are  local  government  officials  and 
other  local  personnel  any  more  likely  to  warmly  receive  state 
employees  who  come  to  enforce  state  laws  if  they  come  from  Great 
Falls  than  they  do  now  when  they  come  from  Helena?   Finally,  it 
would  obviously  be  more  costly  to  maintain  five  civil  engineers, 
for  instance,  and  five  state  laboratories  than  it  would  be  to 
maintain  one  of  each  in  Helena.   Montana  is  simply  not  large 
enough,  in  terms  of  population  and  available  tax  base,  to  support 
this  type  of  system. 

The  least  desirable  of  all  proposals  is  to  leave  things  the  way 
they  are  because  the  state  is  not  receiving  services  as  well  as 
it  could  (and  should)  be  if  some  changes  were  made  in  the  delivery 
apparatus.   The  problem  is  not  really  the  lack  of  available  funds 
(as  some  claim) ,  but  rather  the  priorities  set  and  the  methods 
utilized  in  spending  the  funds  which  are  available.   The  SDHES  had 
a  total  budget  during  fiscal  year  1975  of  $9.8  million.   Of  this, 
they  gave  $1.2  million  to  local  governments  (including  a  small 
portion  as  block  grants  to  local  health  departments)  to  provide 
public  health  programs.   Does  this  mean  that  $8.6  million  was 
spent  principally  on  public  health  administration?   Even  if  one 
deducts  half  of  this  amount  to  account  for  direct  service  programs 
the  SDHES  is  involved  in  (although  the  department  says  its  involve- 
ment in  direct  service  programs  is  minimal) ,  for  specialized  ser- 
vices and  for  the  department's  consulting  effort,  there  is  $4.3 
million  left  which  seems  could  be  better  utilized  by  permitting 
local  health  departments  a  greater  role  in  providing  the  services 
themselves . 

Local  sanitarian  services  are  becoming  more  widespread  and  coverage 
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of  the  state  by  local  public  health  nurses  is  also  improving,  but 
are  they  improving  at  as  fast  a  rate  as  the  taxpayers  might  reason- 
ably expect  considering  the  amounts  of  money  involved? 

The  federal  government  is  actually  quite  generous  in  its  fiscal 
relationship  with  Montana  -  having  contributed  over  $8.2  million 
of  the  $12.3  million  budget  of  the  SDHES  for  fiscal  year  1976. (1^) 
Much  of  the  money  the  federal  government  allocates  to  Montana  for 
public  health  programs  has  strings  tied  to  it,  of  course,  in  that 
it  may  only  be  spent  on  certain  specified  programs  or  services. 
However,  if  a  local  health  department  provides  those  specified 
programs  even  in  a  minimal  way,  on  what  basis  could  the  federal 
government  object  if  the  funds  were  re-distributed  to  local  health 
departments? 

Local  public  health  employees  certainly  have  an  advantage  over 
state  employees  by  the  very  fact  that  they  are  residents  of  the 
communities  they  serve.   They  know  the  government  officials,  the 
owners  and  proprietors  of  the  licensed  establishments,  the  resi- 
dents of  the  communities,  etc.,  and  many  times  can  accomplish 
necessary  objectives  by  persuasion  without  having  to  initiate 
enforcement  measures. 

With  all  these  factors  in  mind,  then,  the  proposal  is  that  local 
health  departments  be  upgraded  (particularly  financially) ,  and 
that  the  SDHES  shift  the  focus  of  its  role  from  direct  involve- 
ment with  the  recipients  of  the  services  and  concentrate  instead 
on  providing  back-up  for  local  health  departments,  in  order  that 
the  local  employees  may  provide  all  the  needed  and  required  public 
health  services  in  the  communities  of  the  state  and  still  have 
the  necessary  support  and  assistance  they  need  from  the  state 
level . 


(15)  THE  DEPARTr4ENT  OF  HEALTH  AND  ENVIRONMENTAL  SCIENCE:   A  RE- 
SOURCE INVENTORY,  published  by  the  Governor's  Office  of 
Budget  and  Program  Planning,  April,  1976 
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SUMMARY  OF  PROPOSED  AMENDMENTS  TO  CURRENT  STATUTES 

An  important  issue  to  remember  in  relation  to  laws  (any  laws,  but 
in  this  case,  specifically,  state  laws)  is  that  they  are  useful 
only  if  they  are  enforced.   Many  current  state  laws  relating  to 
public  health  are  not  enforced  (each  county  must  have  a  board  of 
health;  each  board  of  health  must  appoint  a  health  officer;  etc.). 
It  is  perhaps  pointless  to  propose  changes  to  laws  which  are  not 
now  enforced  since  history  provides  an  indication  that  the  new 
laws  will  perhaps  not  be  enforced  either.   The  proposed  changes 
in  the  statutes  resulting  from  this  study  are,  however,  being 
presented  in  the  hope  that  enforcement  procedures  in  the  future 
will  be  more  energetic. 

Copies  of  both  the  proposed  law  and  the  present  law  relating  to 
local  health  departments  may  be  found  in  Appendix  B. 

Current  law  treating  the  functions,  powers,  duties  and  personnel 
of  local  health  boards  (Title  69,  Chapter  45)  describes  the  duties 
of  health  officers  and  boards  in  a  generalized  manner:   guarding 
against  the  introduction  of  communicable  diseases;  removing  "dis- 
ease causing  filth;"  etc. 

It  further  implies  that  the  health  officer  is  actually  going  to 
perform  the  functions  assigned  to  him  in  the  statutes  ("the  health 
officer  shall... make  inspections  for  sanitary  conditions...")  with- 
out even  acknowledging  that  he  might  need  some  help  from  others  to 
implement  the  laws.   There  is  authority  for  the  local  board  of 
health  to  hire  a  "visiting  nurse,"  but  the  sanitarian,  who  carries 
the  burden  for  the  local  health  department's  environmental  health 
program  (in  most  areas  of  the  state  all  by  himself)  is  not  even 
mentioned  in  this  chapter  of  the  Public  Health  Code. 

The  proposed  law,  therefore,  contains  not  only  an  acknowledgment 
that  the  day-to-day  public  health  tasks  are  performed  by  these 
two  professionals,  but  also  a  requirement  that  each  county  hire 
both  a  nurse  and  a  sanitarian,  at  least  on  a  part-time  basis. 

The  programs  they  are  to  provide  ("community  health  nursing,  in- 
cluding home  health  nursing;  school  nursing;  sanitarian  services; 
health  and  nutrition  education;  and  dental  health  and  education 
services")  was,  in  the  initial  draft  of  the  proposed  law  also 
required.   However,  the  members  of  the  State  Commission  on  Local 
Government  felt  that  this  "minimum  level  of  preventive  health 
services"  should  not  be  mandated  in  state  law,  and  therefore 
amended  the  proposed  law  to  provide  that,  although  the  provision 
of  a  public  health  program  is  required  of  each  county,  the 
provision  of  these  specific  services  will  be  optional  or  recommended 
only.   A  description  of  the  actual  preventive  health  services  the 
local  health  departments  should  provide  will,  however,  for  the 
first  time,  be  specified  in  the  law. 
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Also  in  the  initial  draft  was  the  provision  that  an  administrative 
board  of  health  continue  to  be  mandatory.   Again,  the  members  of 
the  State  Commission  amended  this  provision  to  indicate  that  forma- 
tion of  a  board  is  optional  -  that  if  a  board  of  health  were  not 
formed,  the  local  health  officer  would  administer  the  program. 

All  functions,  powers  and  duties  assigned  to  local  board  of  health 
and  health  officers  by  current  state  law  have  been  retained  in  the 
proposed  law,  and  in  addition,  local  health  departments  will  be 
given  the  authority  to  take  the  initiative  in  developing  additional 
services  and  programs  meeting  specific  local  needs  and  priorities 
and  in  soliciting  funds  for  such  programs.   If  enacted,  the  pro- 
posed federal  legislation  which  v/ould  permit  local  health  depart- 
ments to  apply  directly  to  the  federal  level  for  program  monies 
would  further  enhance  this  authority. 

The  entire  Public  Health  Code  currently  reflects  the  fact  that 
the  state  legislature  in  the  past  has  also  viewed  the  overall 
responsibility  for  public  health  as  one  of  the  state  level  of 
government.   That  is,  practically  all  public  health  functions 
mandated  or  authorized  by  state  law  are  assigned  to  the  SDHES 
with  corresponding  authority  for  the  state  to  re-assign  the  re- 
sponsibility for  provision  of  the  programs  to  local  health  de- 
partments (significantly,  however,  there  is  no  accompanying 
authority  for  the  state  to  pay  local  health  departments  for 
their  efforts) . 

Since  significant  changes  have  taken  place  over  the  years  in 
terms  of  the  ability  of  local  health  departments  to  provide 
services,  an  attempt  has  therefore  been  made  to  more  clearly 
delineate  in  the  proposed  law  those  functions  which  should  be  the 
responsibility  of  local  health  departments  and  those  which  should 
be  reserved  primarily  to  the  SDHES  (more  details  can  be  found  on 
this  subject  in  the  section  on  RELATIONSHIP  BETWEEN  THE  STATE  AND 
LOCAL  HEALTH  DEPARTMENTS) . 

Although  there  are  several  references  in  current  law  to  the  legal 
authority  of  local  health  officers  and  boards  to  act  in  emergencies 
("Local  health  of ficers ...  shall .. .with  written  approval  of  the  de- 
partment, order  buildings  or  facilities  where  people  congregate 
closed  during  epidemics...")  they  are  virtually  ineffective  when 
practically  applied  since  they  all  are  more  or  less  dependent  upon 
the  efforts  of  or  actions  taken  by  others  (the  SDHES,  the  county 
attorney,  etc.).   The  local  health  department  needs  broader  powers 
to  deal  locally  with  emergency  public  health  problems. 

An  example  of  one  method  used  in  the  proposed  law  to  insure  that 
this  action  can  be  taken  locally  (by  local  personnel)  is  the 
authority  for  the  health  officer  to  close  a  state  licensed  estab- 
lishment (a  restaurant,  for  instance)  for  a  period  of  72  hours 
until  sanitary  conditions  are  satisfactorily  improved  if  the 
health  officer  feels  the  conditions  pose  an  "imperative  threat"  to 
the  public  health. 
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There  is  currently  not  even  one  subsection  within  Chapter  45 
treating  the  issue  of  the  relationship  between  the  state  and 
local  health  departments.   The  closest  the  present  law  comes 
to  defining  a  relationship  is  to  give  the  SDHES  supervisory 
authority  over  local  boards  of  health  with  some  additional 
comments  reiterating  (and  apparently  emphasizing)  this  super- 
visory authority  over  local  public  health  and  school  nurses 
and  dentists  employed  by  local  boards  of  health. 

The  issue  of  this  relationship  has  been  dealt  with  at  more  length 
and,  hopefully,  more  appropriately  in  the  proposed  law  (again  see 
section  on  RELATIONSHIP  BETWEEN  STATE  AND  LOCAL  HEALTH  DEPARTMENTS) , 
in  order  to  clarify  the  role  of  the  SDHES  and  its  desired  relation- 
ship with  its  counterparts  at  the  local  level  in  accordance  with 
the  recommendations  resulting  from  this  study. 

A  subsection  within  Chapter  4  5  which  has  apparently  never  been 
utilized  and  probably  never  would  be  is  the  one  dealing  with  the 
authority  of  the  director  of  the  SDHES  to  appoint  a  local  health 
officer  if  local  government  officials  have  not  done  so.   This 
subsection  has  been  omitted  entirely  in  the  proposed  law  since 
it  doesn't  seem  appropriate  for  the  state  to  force  a  health 
officer  (or  for  that  matter,  any  other  officials  or  personnel) 
on  a  county  or  to  force  someone  to  serve  as  health  officer.   This 
authority  has  perhaps  never  been  used  because  even  the  SDHES  feels 
that  this  is  an  issue  the  county  should  resolve  itself.   Counties 
will,  however,  still  be  required  to  obtain  the  services  of  a  health 
officer  even  if  only  part-time  under  the  proposed  law. 

The  complex  methods  in  the  current  law  for  financing  programs  and 
services  of  local  boards  of  health  have  also  been  omitted.   De- 
tails on  new  methods  of  financing  these  programs  can  be  found  in 
the  section  on  FINANCING  LOCAL  HEALTH  DEPARTMENTS.   A  statement 
that  the  SDHES  may  solicit  funds  for  public  health  programs  has 
been  deleted  since  this  is  repeated  in  Chapter  41  of  Title  69 
(functions,  powers  and  duties  of  the  SDHES) . 

Some  provisions  in  current  law  have  been  retained  in  the  proposed 
law  with  the  language  somewhat  modified.   These  include  the  pro- 
visions that  the  county  attorney  is  legal  adviser  to  the  local 
board  and  health  officer  and  that  the  assistance  of  a  peace  officer 
may  be  requested  by  the  health  officer  to  assist  in  carrying  out 
his  duties. 

Changes  are  also  being  proposed  in  the  areas  of: 

1.  the  structures  of  local  boards  of  health  (currently  city, 
county,  city-county  and  district  boards  are  permitted; 
the  proposed  law  would  permit  only  county  boards  and 
combinations  thereof  if  boards  are  formed) ; 

2.  the  composition  of  local  boards  of  health  (currently  it 
may  be  the  county  commissioners  or  their  designees,  plus 
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two  additional  persons;  the  proposed  law  would  require 

a  more  balanced  mixture  of  individuals  from  the  community) ; 

and 

3.   the  required  qualifications  for  a  local  health  officer 

(currently  it  may  be  an  individual  with  either  a  medical 
degree  or  a  master's  degree  in  public  health;  the  pro- 
posed law  would  permit  an  additional  category  -  an  indi- 
vidual with  appropriate  public  health  experience  to  be 
determined  by  the  SDHES) . 

Details  on  these  changes  may  be  found  in  the  remaining  sections  of 
this  report. 

There  are  some  authorities  within  Chapter  45  which  seem  to  have 
been  placed  there  rather  arbitrarily  in  that  they  do  not  relate 
to  duties  or  responsibilities  of  local  health  officers  or  boards. 
The  proposal  recommends  that  these  provisions  be  transferred  to 
more  appropriate  sections  of  the  law.   They  are: 

1.  the  law  relating  to  the  disposition  of  dead  animals  -  to 
be  transferred  to  Chapter  40,  Title  69,  the  statutes 
dealing  with  refuse  disposal;  and 

2.  the  law  requiring  physicians  to  report  cases  of  certain 
communicable  diseases  -  to  be  transferred  to  Chapter  10, 
Title  66,  the  chapter  dealing  with  responsibilities  of 
individuals  licensed  to  practice  medicine  in  Montana. 

There  are  some  significant  amendments  being  proposed  to  laws  out- 
side of  the  proposed  Code  of  Local  Government.   Among  these  are: 

1.  that  the  local  health  officer's  signature  will  be  required 
as  validation  on  state  licenses  for  food  service  and 
lodging  establishments  and  for  trailer  courts  and  camp- 
grounds; 

2.  that  all  secondary  and  elementary  schools  will  be  required 
to  provide  school  nursing  services  or  permit  the  local 
health  department  to  provide  them;  and 

3.  that,  if  the  SDHES  utilizes  personnel  of  local  health 
departments  (an  authority  already  permitted  the  SDHES  in 
current  law)  they  will  be  required  to  share  available 
monies  to  help  defray  the  costs  involved  to  the  local 

depcirtmonts  . 

Details  on  these  proposed  amendments  can  also  be  found  in  Appendix  B. 

The  individual  recommendations  of  this  project  have  generally  not 
been  cross-referenced  to  the  proposed  law  in  this  report  because 
of  the  fact  that  the  numbers  of  the  subsections  in  the  proposed 
law  are  likely  to  change  as  it  proceeds  through  the  legislative 
process.   The  entire  draft  of  the  proposed  law  can  be  found  in 
Appendix  B,  however. 
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COUNTY  GOVERNMENT  RESPONSIBLE 


The  counties  in  Montana  are  currently  much  more  deeply  involved 
than  any  other  level  of  government  in  the  direct  delivery  of  public 
health  services  to  the  citizens  of  the  state.   This  applies  not 
only  in  terms  of  financial  contribution  (counties  contributed  76% 
of  the  total  monies  expended  by  local  health  departments  in  fiscal 
year  1975  -  the  contribution  by  municipalities  represented  but 
10%) ,  but  in  terms  of  the  fact  that  counties  have  taken  the  lead 
in  the  hiring  of  local  public  health  personnel. 

This  is  no  doubt  as  it  should  be  -  given  the  sparsely  populated 
nature  of  Montana's  counties.   It  is  unrealistic  to  think  that 
more  than  a  handful  of  the  state's  municipalities  have  the  capa- 
bilities or  the  financial  resources  to  provide  an  adequate  public 
health  program. 

Although  there  are  presently  10  city-county  boards  of  health  (with 
13  counties  qualifying  under  the  law  to  form  one) ,  the  balance  of 
the  local  boards  of  health  in  Montana  are  either  county  or  multi- 
county  (district)  boards.   There  are  no  longer  any  city  boards  of 
health  in  the  state,  although  they  are  authorized  by  state  law. 
(In  a  recent  legislative  act,  however,  the  "License  Fee  Rebate 
Program",  city  boards  of  health  were  not  even  included  among  the 
boards  permitted  to  participate.) 

Given  the  population  distribution  and  the  existing  fragmentation 
of  public  health  services  throughout  the  state,  it  doesn't  make 
good  sense  to  continue  the  authority  in  the  law  for  cities  (whether 
large  or  small)  to  provide  the  services.   The  concept  of  permitting 
various  structural  arrangements  at  various  levels  of  government 
also  has  great  potential  for  creating  duplicate  or  over-lapping 
services  and  conflicts  over  jurisdiction. 

Additionally,  there  is  evidence  to  indicate  that,  probably  because 
of  their  heavier  involvement  in  the  past  with  public  health  pro- 
grams, county  commissioners  and  other  county  officials  seem  much 
more  knowledgeable  than  city  officials  about  requirements  in  the 
law  relating  to  public  health,  qualifications  for  public  health 
personnel,  the  interrelationships  between  public  health  and  other 
"human  services"  programs,  etc. 

For  these  reasons,  the  proposed  law  specifies  that  the  responsi- 
bility for  the  provision  of  the  services  will  be  assigned  to  the 
county  level  of  government. 

County  officials  and  local  public  health  personnel  reacting  to 
this  proposal  supported  this  particular  recommendation.   Only  one 
city  official  commented  on  the  recommendation  and  his  reaction 
was  unfavorable.   He  does,  however,  represent  one  of  Montana's 
larger  cities,  and  apparently  was  not  taking  into  account  the 
rural  characteristics  of  and  the  existing  situation  in  the  state 
as  a  whole. 
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LOCAL  BOARDS  OF  HEALTH 

Current  law  in  Montana  permits  the  formation  of  four  different 
structures  of  local  boards  of  health:   county,  city-county  (in 
first  and  second  class  cities  only),  city  (in  first  and  second 
class  cities),  and  district  (multi-county  with  first  and  second 
class  cities  being  permitted  to  participate) .   As  stated  previously, 
the  proposed  law  assigns  the  responsibility  for  the  provision  of 
the  services  to  the  county  level  of  government.   Therefore,  two 
board  structures  will  be  authorized  in  the  future  if  the  proposal 
is  adopted:   county  or  a  combination  of  counties  (district) . 

At  the  inception  of  this  study  project,  there  were  but  a  handful 
of  local  boards  of  health  in  Montana.   They  existed  principally 
in  the  areas  where  there  were  full-time  city-county  health  officers 
(at  that  time,  Missoula,  Great  Falls  and  Helena)  and  in  a  few 
counties  with  active  part-time  health  officers. 

During  the  1975  Legislature,  a  new  law  was  enacted  (the  "License 
Fee  Rebate  Program")  which  offered  to  counties  a  portion  of  the 
$20.00  state  license  fee  for  restaurants,  bars,  hotels,  trailer 
courts,  etc.,  in  exchange  for  the  formation  of  a  "legally-consti- 
tuted" board  of  health  (the  three  county  commissioners  or  their 
designees,  plus  two  additional  individuals  who  were  not  a  part  of 
the  local  health  department  staff)  ,  as  well  as  the  assurance  that 
the  establishments  would  be  inspected  twice  per  year.   As  a  result, 
many  additional  counties  sent  to  Helena  lists  of  names  of  individuals 
they  had  appointed  to  their  boards  of  health,  but  there  was  little 
evidence  to  indicate  that  many  of  these  recently-formed  boards  were 
any  more  active  than  the  non-boards  had  been  before  them.   It 
seemed  to  be  merely  a  matter  of  the  counties  providing  lists  of 
names  in  exchange  for  what  turned  out  to  be  approximately  $18.85 
of  the  $20.00  fee  for  each  licensed  establishment  within  their 
counties . 

With  this  situation  in  mind,  then,  there  are  currently  50  local 
boards  of  health  in  Montana,  but  some  are  still  not  "legally  consti- 
tuted" according  to  the  above  definition.   Six  counties  participate 
in  a  district  board  of  health  (the  Central  Montana  Health  District) , 
10  counties  have  formed  city-county  boards  of  health,  39  counties 
have  county  boards,  and  one  county  has  refused  to  form  a  board 
because  of  the  jurisdictional  issue  and  what  they  perceive  as  po- 
tential liability  in  relation  to  an  adjacent  Indian  reservation 
(see  section  on  PUBLIC  HEALTH  SERVICES  FOR  INDIAN  RESERVATIONS) . 
As  stated  previously,  there  are  no  longer  any  city  boards  of  health 
in  Montana.   (See  Appendix  C  for  current  boards  of  health.) 

Five  of  the  city-county  boards  of  health  now  in  existence  (in 
Billings,  Missoula,  Great  Falls,  Butte  and  Helena)  have  employed 
the  services  of  full-time  health  officers.   The  balance  of  the 
local  boards  have  part-time  health  officers  who  are  also  private 
physicians  in  the  communities. 

25 


One  of  the  basic  aims  of  this  project  was  to  try  to  make  it 
simpler  for  counties  in  Montana  (particularly  the  rural  counties) 
to  provide  their  public  health  programs.   Many  rural  county 
commissioners  have  stated  that  they  have  difficulty  finding  people 
to  serve  on  boards  of  any  kind.   Additionally,  it  was  felt  that 
since  local  boards  are  legally  required  to  meet  no  more  often  than 
quarterly,  they  could  scarcely  be  very  heavily  involved  in  adminis- 
tering the  public  health  program. 

With  these  ideas  in  mind,  one  of  the  very  early  recommendations 

of  this  study  was  that  a  local  board  of  health  no  longer  be  required 

in  the  law. 

This  suggestion  prompted  tremendous  opposition  from  local  health 
officers,  other  local  and  state  public  health  personnel,  and  even 
some  individuals  who  were  not  directly  involved  in  the  provision 
of  local  public  health  services. 

Some  of  the  opponents  stated  that  their  reason  for  wishing  to  main- 
tain the  mandatory  provision  in  the  law  that  a  board  be  formed  was 
on  the  basis  of  retaining  "citizen  participation"  in  government  - 
and  in  this  specific  case,  in  the  provision  of  public  health 
services.   It  didn't  seem  to  sway  their  opposition  when  they  were 
informed  that  governmental  employees  (county  commissioners,  city 
officials,  sheriffs,  etc.)  currently  constitute  57%  of  the  total 
membership  of  the  existing  boards,  and  that  the  majority  of  the 
membership  on  31  of  the  50  boards  in  the  state  is  made  up  specifically 
of  county  commissioners.   They  felt  that  "citizen  participation" 
-  no  matter  how  minimal  -  must  be  maintained. 

The  opponents  of  this  recommendation  also  felt  that  the  board 
serves  to  act  as  a  "buffer"  between  local  public  health  personnel 
and  county  commissioners  when  the  personnel  are  in  the  position 
of  having  to  make  an  unpopular  enforcement  decision,  for  instance, 
or  take  some  action  which  might  adversely  affect  a  member  of  the 
county  commissioner's  constituency  (there  seems  to  be  some  merit 
in  this  argument,  at  least,  when  one  considers  that  some  local 
sanitarians  working  in  counties  without  active  health  boards  re- 
lated that  the  security  of  their  jobs  was  sometimes  threatened 
when  they  felt  obliged  to  give  a  bad  inspection  report,  for  example, 
on  such-and-such  restaurant) . 

An  additional  concern  was  that,  if  the  health  officer  were  to  ad- 
minister the  program  without  a  board  to  guide  him  (the  option  pro- 
posed with  this  recommendation) ,  he  would  be  in  a  position  to  take 
unilateral  action  in  such  areas  as  adoption  of  rules  to  govern  the 
provision  of  the  local  public  health  program,  implementing  one  of 
the  broadened  enforcement  powers,  etc. 

The  arguments  in  favor  of  retaining  the  mandate  for  boards  were 
particularly  persuasive  when  they  were  offered  by  local  health 
department  personnel  whose  boards  are  fully-functioning  adminis- 
trative bodies  (such  as  the  city-county  health  boards)  as  opposed 
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to  those  personnel  who  worked  for  the  more  or  less  "in  name  only" 
boards . 

In  the  face  of  such  over-whelming  opposition,  therefore,  this 
recommendation  was  changed,  and,  rather  than  making  the  appoint- 
ment of  a  board  optional  in  the  initial  draft  of  the  proposed 
law,  provided  instead  that  it  be  a  mandatory  provision  (as  in 
current  law) .   An  additional  requirement  was  included,  however, 
that  the  board  meet  monthly,  instead  of  quarterly,  because  it 
doesn't  seem  possible  to  "administer"  a  program  which  is  increasing 
almost  daily  in  size  and  complexity  by  meeting  only  four  times  each 
year . 

The  proposed  law  also  specifies  that  the  composition  of  boards  in 
the  future  should  have  a  more  balanced  mixture  of  individuals  ser- 
ving on  them  ("no  more  than  one  county  commissioner  from  each 
participating  county;  at  least  one  member  to  represent  the  interests 
of  the  municipalities  within  the  county;  a  physician,  licensed  to 
practice  medicine  in  Montana,  if  available  in  the  county  and  if  he 
wishes  to  serve,  and  if  not,  some  other  health  professional;  at 
least  one  representative  of  the  schools  within  the  county;  and 
additional  members  to  be  selected  to  represent  a  reasonable  cross 
section  of  the  community."). 

Although  the  current  law  states  that  local  boards  may  be  made  up 
of  the  three  county  commissioners  or  their  designees ,  plus  two 
additional  members,  most  boards  (38),  in  fact,  currently  have  all 
three  county  commissioners  serving  on  them.   Such  a  "balanced  mix- 
ture" of  individuals  works  extremely  well  for  the  existing  city- 
county  boards  and  for  other  functioning  local  boards  of  health 
which  adhere  to  the  concept  of  appointing  individuals  of  varying 
interests,  occupations,  professions,  etc.,  rather  than  simply 
appointing  all  three  county  commissioners. 

When  the  members  of  the  State  Commission  met  to  discuss  the  draft 
of  the  proposed  law,  however,  they  amended  the  draft  to  provide 
that  the  formation  of  local  boards  of  health  be  optional  -  that  as 
an  alternative  to  an  administrative  board,  the  county  be  permitted 
to  designate  the  local  health  officer  as  administrator  of  the  pro- 
gram if  the  county  commissioners  chose  this  option.   The  members 
of  the  Commission  also  changed  the  proposed  monthly  meetings  to 
quarterly  if  a  board  were  formed,  but  left  the  composition  of  the 
board  as  specified  above. 

The  deletion  from  the  proposed  law  of  the  requirement  that  a  board 

of  health  be  appointed  to  administer  the  local  public  health  program 

has  prompted  perhaps  more  adverse  reaction  than  any  other  single 

component  of  this  study . 
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LOCAL  HEALTH  OFFICERS 

The  majority  of  the  health  officers  in  Montana  are  part-time  only 
being  also  private  physicians  in  practice  in  their  communities. 
Sometimes  the  part-time  health  officer  is  the  only  physician  in 
the  community  (and  in  some  cases,  the  only  one  in  the  county) . 
Two  counties  have  no  health  officer  at  all  (see  Appendix  C) ,  and 
although  current  law  does  not  prohibit  such  an  arrangement,  no 
counties  share  a  health  officer  (with  the  exception  of  the  partici- 
pating counties  in  the  Central  Montana  Health  District) . 

These  part-time  health  officers  do  not  have  much  time  to  devote  to 
public  health  duties.   A  few  of  them  are  very  active  in  public 
health,  and  considering  the  amount  of  money  they  receive  for  their 
services  (a  range  of  nothing  to  $8,020  per  year  for  part-time  health 
officers) ,  they  must  be  complimented  for  their  efforts  in  this  regard 
for  which  they  must  obviously  take  time  away  from  their  private 
patients.   Some  of  them  have  also  spent  considerable  time  educating 
themselves  about  complex  environmental  health  issues  and  programs. 

Many  others  are  not  active  with  their  public  health  duties,  and 
serve  only  because,  under  the  law,  somebody  must  (one  health 
officer  related  that  he  holds  the  position  only  because  the 
physician  who  is  currently  serving  as  president  of  the  county 
medical  society  "has  to"  accept  the  job  of  health  officer  as  well) . 

However,  one  can  sympathize  with  these  physicians  who  do  not  have 
time  to  devote  to  public  health  programs.   No  one  can  deny  that 
rural  physicians  in  Montana  have  more  than  enough  work  already 
providing  medical  care  for  their  patients.   Some  never  get 
vacations,  others  cannot  even  retire  for  the  lack  of  another 
physician  in  the  community.   Additionally,  the  function  of  a 
health  officer  is  becoming  increasingly  one  of  an  administrator 
and  the  emphasis  is  getting  heavier  and  heavier  on  environmental 
health  programs,  as  opposed  to  personal  health  services.   Obviously, 
an  individual  with  a  medical  degree  would  have  a  greater  knowledge 
of  the  latter  than  the  former. 

As  stated  previously,  five  city-county  health  departments  currently 
have  employed  the  services  of  full-time  health  officers.   Four  of 
these  five  are  non-physicians;  they  are  individuals  who  hold  the 
one  other  academic  degree  permitted  in  state  law  for  a  local  health 
officer  -  a  master's  degree  in  public  health.   Three  of  these  four 
have  backgrounds  in  environmental  health;  the  fourth  was  formerly 
involved  in  health  planning. 

In  an  attempt  to  encourage  the  trend  toward  non-physician  health 
officers,  the  proposal  recommends  that  the  law  be  changed  to  permit 
a  third  category  of  individual   to  qualify  as  a  local  health  officer: 
"an  individual  with  appropriate  public  health  experience,  as  deter- 
mined by  the  department  (SDHES)."   The  current  director  of  the  SDHES 
also  believes  that  it  would  be  an  appropriate  function  for  his  office 
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to  determine  whether  or  not  an  individual  possesses  the  necessary- 
capabilities  and  an  appropriate  length  of  public  health  experience 
to  serve  in  this  capacity. 

Another  very  important  reason  for  this  recommended  change  in  the 
law  is  that  it  is  simply  unrealistic  to  expect  some  of  Montana's 
more  rural  counties  to  attempt  to  recruit  an  individual  with  either 
a  medical  degree  or  a  master's  degree  in  public  health.   It  is 
difficult  enough  for  some  of  Montana's  smaller  communities  to 
attract  a  physician,  much  less  one  who  would  devote  part  of  his 
time  to  public  health. 

Perhaps  the  most  important  reason  for  this  recommendation  is  that, 
in  a  state  such  as  ours  where  rural  physicians  are  so  badly  in  need, 
it  seems  a  shameful  waste  to  place  a  medical  doctor  in  what  is  be- 
coming an  almost  purely  administrative  position. 

It  is  hoped  this  change,  if  adopted,  will  lead  eventually  to  the 
employment  of  more  full-time  health  officers  in  the  state.   A 
corresponding  recommendation  specifies  that  all  components  of  the 
public  health  program  which  require  the  services  of  a  physician 
either  be  contracted  from  a  private  physician  or  obtained  from  a 
physician  employee  of  the  SDHES . 

The  full-time  local  health  officers  are,  for  obvious  reasons, 
more  active  with  their  public  health  duties  than  are  the  part-time 
health  officers,  and  therefore  their  in-put  to  this  study  was  cor- 
respondingly greater.   It  has  been  obvious  during  the  course  of 
the  study  that  they  generally  suffer  from  the  "stepchild"  syndrome 
in  terms  of  their  relationships  with  the  SDHES.   They  have  quite 
apparently  been  kept  ignorant  of  such  things  as  amounts  of  monies 
available  for  various  programs  (perhaps  purposely,  perhaps  through 
a  lack  of  communication) ;  they  have  frequently  been  by-passed  when 
SDHES  personnel  felt  some  action  should  be  taken  within  an  indivi- 
dual health  officer's  jurisdiction;  their  autonomy  in  administering 
programs  has  frequently  been  violated;  and  they  justifiably  feel 
that  the  capabilities  of  their  individual  departments  are  not  being 
fully  utilized. 

Some  contacts  and  communications  between  personnel  of  the  state  and 
local  health  departments  have  resulted  in  constructive  and  coopera- 
tive public  health  efforts,  but  others  have  created  an  atmosphere 
in  which  little  can  be  accomplished  by  either  level.   Significantly, 
much  of  the  bad  blood  seems  to  have  come  about  over  the  issue  of 
money . 

Local  health  officers,  and  particularly  those  with  full-time  health 
departments,  feel  they  are  capable  of  administering  more  programs 
than  the  state  seems  will  to  permit  -  or  to  fund.   They  also  be- 
lieve their  enforcement  powers  should  be  broadened  so  they  may  take 
immediate  action  locally  on  situations  which  pose  a  serious  threat 
to  the  public  health,  rather  than  having  to  wait  for  SDHES  action. 
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Many  of  these  problems  could  be  alleviated  through  a  more  highly- 
developed  system  of  communication  between  the  state  and  local 
health  departments,  but  the  overall  proposal  attempts  to  deal 
with  some  of  them  as  well. 
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OTHER  LOCAL  HEALTH  DEPARTMENT  PERSONNEL 

As  stated  previously,  there  are  three  basic  categories  of  health 
departments  throughout  the  state. 

There  are  the  five  largest  health  departments  which  have  employed 
the  services  of  full-time  health  officers.   Although  these  five 
health  departments  are  sometimes  referred  to  as  "fully-staffed," 
this  terminology  can  lead  to  the  misconception  that  all  public 
health  services  which  are  needed  or  desirable  can  be  delivered 
by  the  staff  currently  employed  by  these  departments.   Even  the 
full-time  health  departments,  however,  have  gaps  or  deficiencies 
in  the  services  they  provide  which  could  be  corrected  with  additional 
personnel . 

Although  these  departments  provide  a  reasonably  adequate  nursing 
and  environmental  health  program,  and  in  some  cases  employ  a 
variety  of  other  public  health  specialists  -  air  pollution  spe- 
cialists, laboratory  technicians  (for  the  less  complicated  lab 
work  which  can  be  done  locally)  etc.  -  there  are  other  vital  public 
health  programs  which  they  do  not  have  the  resources  to  fund.   The 
employment  of  professional  health  educators  and  public  health  den- 
tists, and  the  expansion  of  home  health  nursing  and  school  nursing 
are  all  vital  programs  which  the  full-time  departments  could  pro- 
vide if  they  had  adequate  resources.   Additionally,  burgeoning 
environmental  health  programs  demand  the  employment  of  more  sani- 
tarians by  these  departments,  as  well  as  in  other  areas  of  the 
state.   Local  health  department  review  of  subdivision  plans  alone 
is  taking  up  a  greater  and  greater  percentage  of  the  local  sani- 
tarian's time. 

The  full-time  health  departments  are  competently  run  by  health 
officers  who,  in  actuality,  are  becoming  more  "administrators" 
than  medical  officers,  as  health  officers  were  in  days  gone  by. 
(In  fact,  the  most  recently  hired  full-time  health  officer  in 
Montana  was  given  the  title  "Health  Administrator.")   The  juris- 
dictions of  these  departments  encompasses  44%  of  the  state's 
population. 

Some  ancillary  health  programs  are  administered  in  these  five 
areas  by  the  same  health  officer  -  programs  such  as  alcoholism 
rehabilitation,  family  planning,  etc.   All  such  health  programs 
relate  to  one  another,  of  course,  and  having  them  within  the  same 
department  under  a  common  administrator  contributes  toward  an 
integrated  local  health  unit  in  which  there  is  little  risk  of 
duplication  or  overlap  of  services,  but  rather  the  opportunity 
of  sharing  costs  for  personnel,  the  purchasing  of  supplies  in  bulk, 
etc.   Unfortunately,  this  cooperative  situation  does  not  exist  in 
more  than  a  handful  of  areas  in  the  state. 

The  second  category  are  those  departments  which  are  called  "part- 
time"  health  departments  only  because  their  health  officers  are 
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part-time.   In  a  few  of  these  departments,  however,  the  health 
officer  is  quite  actively  involved  in  administering  the  public  health 
programs.   These  departments  also  provide  integrated  nursing  and 
environmental  health  programs  which  are  part-time  only  in  terms  of 
the  amount  of  time  the  health  officer  spends  administering  them. 
There  are  not  more  than  four  or  five  of  these  departments  in  the 
state.   These  departments  are  in  need  of  additional  personnel  just 
as  the  full-time  health  departments  are,  and  for  some  of  the  same 
reasons . 

The  last  (and  largest)  general  category  of  health  departments 
comprises  three  groups: 

1.  the  nurse  or  sanitarian  employed  full-time  by  one  county; 

2.  the  sanitarian  (there  are  no  nurses  in  this  category)  who 
works  full-time  but  is  employed  by  two  or  more  counties 

(some  of  them  cover  as  many  as  five  counties  and  one  of 
them  covers  a  four-county  area  of  11,045  square  miles); 
and 

3.  the  nurse  or  sanitarian  who  works  part-time  only,  in 
some  cases  providing  the  only  public  health  services  in 
a  county  by  herself  or  himself. 

Needless  to  say,  these  last  three  groups  are  working  under  diffi- 
cult, sometimes  impossible,  conditions.   Few  of  them  have  the 
benefit  of  an  actively- involved  health  officer,  and  lacking  this 
component  of  their  program,  sometimes  find  themselves  in  the 
position  of  performing  functions  which  a  health  officer  would 
normally  perform  (developing  relationships  with  local  government 
officials;  reporting  to  the  SDHES;  etc.). 

The  sanitarian  in  these  counties  is  being  burdened  with  ever  more 
increasingly  sophisticated  environmental  health  tasks.   His  work- 
load is  becoming  so  heavy  and  the  tasks  so  technical  that  he  is 
being  forced  to  ask  for  much  needed  help.   In  one  county,  the 
local  board  of  health  agreed  with  the  county  sanitarian  that  he 
needed  help  and  informed  him  that  they  would  be  willing  to  hire 
an  additional  sanitarian  if  he  could  "find  the  money."   In 
addition  to  his  growing  environmental  health  program,  the  sani- 
tarian is  sometimes  called  upon  to  perform  functions  which  are 
not  even  technically  within  his  purview  (domestic  animal  control, 
killing  skunks,  etc.)  simply  because  he  is  the  most  visible 
"sanitation"  person  in  the  county.   One  county  sanitarian  related 
that  his  first  assignment  his  first  day  on  the  job  was  to  "clean 
out  those  hippies"  at  such-and-such  campground. 

The  public  health  nurse  in  these  counties  is  also  carrying  a  tre- 
mendous burden,  and  still  is  no  where  near  providing  a  comprehen- 
sive public  health  program.   Due  to  the  mileage  she  must  cover, 
she  spends  almost  as  much  time  traveling  as  providing  services  in 
some  counties  (one  rural  county  nurse  reported  that  she  had  traveled 
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12,000  miles  to  serve  her  constituency  in  the  previous  year).   The 
nurse  who  works  alone  in  a  county  will  attempt  to  provide  programs 
which  include  the  following:   school  nursing  to  the  small  rural 
schools;  home  health  care  to  the  aged;  immunization  and  screening 
clinics  (and  the  necessary  accompanying  PR  and  publicity) ;  pre- 
natal classes  for  pregnant  women;  etc.   It  is  extremely  difficult 
to  adequately  provide  these  and  other  services  when  so  much  of 
her  time  is  spent  traveling. 

Additionally,  the  public  health  nurse  is  functioning  under  very 
obvious  hardships  in  those  counties  or  communities  which  do  not 
have  the  benefit  of  the  services  of  a  physician.   In  these  situ- 
ations, she  must  rely  on  the  physician  employees  of  the  SDHES  for 
her  "orders." 

To  aid  them  in  their  jobs,  local  public  health  personnel  -  and 
perhaps  particularly  the  sanitarian  -  are  in  need  of  "hot  lines" 
to  Helena.   They  are  requiring  increasingly  more  specialized 
assistance  with  technical  issues,  especially  in  the  area  of  environ- 
mental health. 

All  personnel  of  local  health  departments  are  county  employees, 
even  though  technically  they  are  hired  by  their  local  boards  of 
health  and  portions  of  the  funding  for  their  departments  are 
contributed  by  municipalities  and  schools  as  well  as  by  the 
counties.   Clerical  assistance  and  office  space  are  also  provided 
by  the  counties  although  the  clerical  help  is  sometimes  not  as 
adequate  as  it  should  be  and  it  would  strike  a  marvelous  blow  for 
progress  if  Montana  could  move  all  of  its  county  nurses  upstairs 
from  the  basements  of  the  county  courthouses. 

A  word  or  two  about  the  value  of  the  services  provided  in  Montana 
by  public  health  workers  (both  state  and  local)  might  be  appro- 
priate here.   When  the  effectiveness  of  the  services  they  provide 
is  called  into  question,  it  is  difficult  to  respond,  since  it  is 
almost  impossible  to  prove  that  the  actions  of  public  health 
personnel  have  prevented  something.   It  seems  adequate  to  point 
out  that  typhoid,  diphtheria,  cholera,  smallpox,  polio  and  tuber- 
culosis are  almost  unheard  of  today.   It  is  unquestionable  that 
much  of  the  credit  must  go  to  private  medical  providers,  but  the 
efforts  of  public  health  workers  to  assure  the  purity  of  drinking 
water  supplies,  to  make  immunizations  available  to  the  general 
public,  etc.,  have  contributed  greatly  to  the  fact  that  people 
need  no  longer  fear  these  dread  diseases. 

Obviously,  those  diseases  and  disabilities  detected  in  their  early 
stages  (and  subsequently  cured  or  controlled)  would  not  be  listed 
on  any  statistical  charts.   Neither  would  an  averted  epidemic  of 
typhoid.   With  increased  efforts  (including  financial)  such  dis- 
eases as  mumps  and  measles,  for  example,  could  be  eliminated  or 
controlled  as  well. 

Since  there  are  nine  counties  without  nursing  services  of  any  kind. 
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two  counties  without  even  a  part-time  sanitarian,  and  two  counties 
without  a  health  officer,  one  recommendation  of  this  proposal  pro- 
vides that  each  county  must  obtain  (hire,  contract  with  another 
health  department,  etc.)  the  services,  at  least  part-time,  of  all 
three  professionals.   This  recommendation  was  intended  to  comple- 
ment another  which  contained  a  requirement  that  each  county  provide 
a  "minimum  level  of  public  health  services."   As  noted  earlier, 
this  was  changed  from  a  required  to  an  optional  list  of  services 
by  the  members  of  the  State  Commission  on  Local  Government. 

An  additional  recommendation,  to  deal  with  the  problem  of  inade- 
quate staffing  levels  in  all  types  of  health  departments,  is  for 
increased  funding  for  local  public  health  programs  (see  section  on 
FINANCING  LOCAL  HEALTH  DEPARTMENTS  for  details) . 

For  further  information  about  the  types  and  numbers  of  public  health 
personnel  available  presently  on  a  county-by-county  basis  see  Appen- 
dix C. 
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SCHOOL  NURSING 

Nursing  services  for  elementary  and  secondary  schools  in  Montana  are 
fragmented  and  lack  uniformity.   There  are  only  27  counties  with 
nurses  hired  specifically  to  provide  services  to  the  schools  and  the 
methods  of  employing  the  nurses  vary.   Most  of  the  nurses  are  employed 
by  school  districts;  a  few  by  local  health  departments. 

In  some  counties,  the  community  health  nurse  provides  school  nursing 
as  a  part  of  her  overall  public  health  program,  but  there  are  17 
counties  without  either  school  nurses  or  community  health  nurses, 
and  thus  the  schools  in  these  counties  are  completely  without  ser- 
vices at  the  schools. 

Although  11%  of  the  monies  contributed  statewide  for  local  public 
health  services  in  fiscal  year  1975  came  from  the  schools,  it  was 
contributed  by  schools  in  only  17  counties.   Thus  a  very  few  school 
districts  in  the  state  are  contributing  quite  a  good  deal  of  money 
for  school  nursing  services  and  most  school  districts  are  contri- 
buting nothing.   The  amount  contributed  for  that  year  by  schools 
in  these  17  counties  totaled  $300,194.   In  the  remaining  10  counties 
in  which  nurses  are  hired  specifically  to  provide  school  services, 
the  local  board  of  health  funds  the  programs. 

The  extent  of  the  involvement  of  community  health  nurses  in  school 
nursing  services  is  difficult  to  determine  in  those  counties  in 
which  there  are  no  nurses  hired  specifically  for  this  purpose,  but 
some  community  health  nurses  have  reported  that  they  perceive  the 
school  services  as  one  of  their  highest  priorities. 

The  schools  present  an  ideal  "captive  audience"  for  public  health 
workers.   Screening  and  immunizations  can  be  done  without  all  the 
organizational  efforts,  announcements  in  the  news  media,  posters, 
etc.,  which  would  otherwise  be  necessary  if  special  clinics  were 
utilized.   The  schoolchildren  can  be  the  subjects  of  continuous 
public  health  programs  throughout  the  years  they  attend  a  particu- 
lar school,  and  both  their  development  and  the  effectiveness  of 
the  preventive  health  efforts  can  be  measured. 

In  order  to  create  an  "integrated  health  unit"  and  assure  that 
school  nursing  services  are  provided  throughout  the  state  on  a 
more  uniform  basis,  two  early  recommendations  of  this  project  in- 
volved placing  all  school  nurses  under  the  supervision  and  adminis- 
tration of  the  local  health  department  and  requiring  each  school 
district  to  contribute  a  minimum  of  at  least  $2.00  per  student  to 
the  local  health  department  to  help  defray  the  costs  of  providing 
the  service.   Another  reason  for  the  recommendation  concerning 
administration  of  the  school  nursing  program  was  that,  since  a 
school  nurse's  function  is  health-related  rather  than  education- 
related,  she  would  benefit  from  taking  direction  from  a  health- 
related  agency  rather  than  from  school  boards,  principals,  etc. 
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This  recommendation  was  not  well  received.   School  nurses  felt 
that  there  was  too  much  danger  of  losing  emphasis  on  school  nursing 
within  a  general  local  public  health  program.   It  was  also  felt  by 
school  nurses  and  education  officials  alike  that  such  a  recommenda- 
tion, if  adopted,  might  jeopardize  the  existing  school  nursing 
programs,  both  in  terms  of  a  loss  of  interest  in  the  services  on 
the  part  of  school  officials  and  a  loss  of  school  money  for  a 
program  which  wat  no  longer  under  school  control. 

The  members  of  the  State  Commission  on  Local  Government  also  were 
averse  to  proposing  a  mandate  that  a  certain  specified  amount  of 
money  should  be  contributed  by  the  schools  for  the  services. 

Therefore,  these  two  recommendations  were  amended  to  provide  that 
school  nursing  services  would  be  required  in  every  elementary  and 
secondary  school  (they  are  presently  optional  by  state  law) ,  but 
with  the  alternative  of  permitting  the  schools  to  provide  and  fund 
the  services,  or  permitting  the  local  health  department  to  provide 
them  with  the  school  contributing  an  unspecified  amount  of  money 
"to  be  agreed  upon  between  the  school  district  and  the  county." 

School  nursing  programs  in  Montana  would  perhaps  have  a  better 
chance  of  expansion  and  improvement  if  communication  were  improved 
between  the  SDHES  and  the  Office  of  the  Superintendent  of  Public 
Instruction.   Currently  these  two  state  agencies  seem  to  have  a 
very  casual  relationship  concerning  school  nursing  issues  and 
neither  agency  has  a  specific  staff  person  designated  to  monitor, 
coordinate  or  develop  school  nursing  services. 
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SALARIES  OF  LOCAL  PUBLIC  HEALTH  PERSONNEL 


One  of  the  greatest  needs  (and  greatest  areas  of  confusion)  found 
by  this  study  is  that  of  salary  increases  for  local  public  health 
nurses  and  sanitarians. 

The  SDHES  has  recently  adopted  a  revised  salary  schedule  for 
nurses  and  sanitarians  which  should  be  (but  generally  isn't)  used 
by  local  officials  in  setting  the  salaries  of  these  two  profes- 
sionals.  The  starting  salaries  under  this  schedule  for  both  the 
nurse  and  sanitarian  are  $11,916  annually  ($993  per  month)  if 
employed  by  one  of  the  full-time  health  departments  and  $10,860 
annually  ($905  per  month)  for  all  other  health  departments.   The 
schedule  was  apparently  developed  by  mutual  agreement  between  the 
SDHES  and  the  State  Merit  System,  since  the  latter  is  involved  in 
the  process  for  hiring  local  employees  whose  agencies  utilize 
certain  federal  monies. 

The  two  salary  levels  for  different  types  of  health  departments 
has  caused  some  unfavorable  comment,  and  appears  to  be  a  symptom 
of  the  de  facto  policy  of  discrimination  against  Montana's  rural 
health  departments  (see  section  on  FINANCING  LOCAL  HEALTH  DEPART- 
MENTS).  It  does,  in  fact,  seem  logical  to  assume  that  a  nurse 
working  full-time  in  a  county  by  herself  would  carry  a  greater 
burden  of  responsibility  than  would  a  nurse  working  under  a 
supervisor  in  a  full-time  health  department. 

These  salary  levels  read  well  on  paper,  but  in  fact,  they  are 
neither  utilized  by  local  officials  nor  enforced  through  the 
measures  available  to  the  SDHES.   The  lowest  salaries  found  during 
this  study  for  these  two  professionals  (both  of  whom  must  be  li- 
censed under  state  law),  employed  full-time,  were  $6,000  annually 
($500  per  month)  for  a  nurse  and  $8,820  annually  ($735  per  month) 
for  a  sanitarian. 

In  terms  of  a  comparison  with  some  other  western  and  midwestern 
states,  listed  below  are  responses  received  from  state  health 
department  directors  in  other  states  relating  to  starting  salaries 
for  local  public  health  personnel: 


Nurses 


Sanitarians 


Colorado 
Iowa 
Kansas 
MONTANA 


$  7,716 
$10,192 
$  6,684 
$  6,000 


$  8,400 

$  7,000 

$  6,660 

$  8,820 


Nevada 
North  Dakota 
Oregon 

Average 


$10,486 
$  9,228 
$  9,400 

$  8,529 


$10,031 
$  7,584 
$  9,432 

$  7,015 
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As  can  be  seen,  the  nurse's  salary  is  lower  than  all  others;  the 
sanitarian's  is  higher  than  four  of  them  and  the  average. 

A  comparison  of  the  actual  lowest  salaries  paid  to  local  employees 
(as  opposed  to  those  recommended  on  the  salary  schedule)  with 
salaries  of  SDHES  employees  demonstrates  a  similar  disparity.   The 
SDHES  starting  salary  for  a  Public  Health  Nurse  I  and  a  Sanitarian 
I  is  $11,919  (Grade  12).   Few  local  public  health  employees,  in- 
cluding long-term  ones,  earn  a  salary  this  high.   This  justifiably 
rankles  some  local  personnel  as  they  feel  the  educational  and  ex- 
perience qualifications  should  be  and  the  demands  and  responsibility 
of  the  job  are,  in  many  cases,  quite  similar  for  both  state  and 
local  public  health  employees. 

School  districts  which  hire  their  own  school  nurses  are  apparently 
not  obliged  to  comply  with  federal  merit  system  requirements. 

The  trade-off  proffered  to  local  governments  by  the  SDHES  if  they 
agree  to  use  the  state-developed  salary  schedule  in  establishing 
salaries  for  local  health  department  personnel  is  participation  in 
a  financial  program  involving  federal  monies.   In  fact,  the  federal 
government  requires  local  health  departments  to  participate  in  some 
merit  system  plan  which  includes  a  salary  schedule  in  order  to  re- 
ceive the  federal  funds.   Most  local  health  departments  utilize  the 
State  Merit  System  plan,  although  they  are  permitted  to  develop 
their  own.   A  few  local  health  departments  have  adopted  their  own 
merit  system  plans  and  accompanying  salary  schedules  although  the 
salaries  are  still  not  as  high  as  those  on  the  SDHES-developed 
schedule . 

The  relationship  between  the  SDHES  and  the  State  Merit  System  as 
it  relates  to  salaries  of  local  public  health  personnel  is  still 
unclear.   Apparently  the  Merit  System  will  approve  salaries  of 
local  employees  only  after  the  SDHES  has  approved  them.   Levels 
of  qualifications  -  beyond  licensure  -  are  also  involved  in  the 
State  Merit  System  Plan,  but  again,  it  appears  SDHES  approval  of 
the  qualifications  of  individual  employees  is  required  by  the 
Merit  System  before  the  System's  approval  is  granted. 

Unfortunately,  the  amounts  of  the  federal  monies  available  in 
return  for  SDHES/Merit  System  approval  of  local  salaries  and  quali- 
fications are  not  significant  enough  to  interest  local  officials 
in  using  the  SDHES-developed  salary  schedule  (again,  see  section 
on  FINANCING  LOCAL  HEALTH  DEPARTMENTS) .   Until  the  levels  of  the 
state  and  federal  financial  participation  are  increased  to  the 
point  at  which  it  would  be  fiscally  worthwhile  for  local  officials 
to  pay  the  state  recommended  salaries,  the  carrot  and  stick  approach 
apparently  is  not  going  to  work. 

There  is  some  evidence  to  indicate,  however,  that  although  most 
counties  are  not  paying  the  amounts  recommended  under  the  SDHES 
salary  schedule,  some  of  them  still  receive  the  state  and  federal 
monies.   Based  on  results  of  surveys  conducted  by  this  project,  it 
seems  obvious  that  few  nurses  and  sanitarians  are  being  paid  sala- 
ries which  are  anywhere  near  as  high  as  the  state  recommended  amounts 
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and  yet  34  counties  received  the  federal  monies  in  fiscal  year 
1975.   It  probably  is  a  matter  of  SDHES  unwillingness  to  "push" 
the  issue  for  fear  it  will  jeopardize  the  very  positions  of  the 
local  employees  (state  law,  after  all,  does  not  require  that  a 
nurse  or  sanitarian  be  employed) .   The  SDHES  has  worked  for  many 
years  to  build  the  present  network  of  local  public  health  workers, 
and  probably  fears  that  their  achievements  will  be  destroyed  if 
too  many  demands  are  made  on  local  government  officials  over  the 
issue  of  salaries. 

There  have  been  some  accusations  that  the  SDHES  purposely  keeps 
local  salaries  low  in  order  that  the  state  may  draw  on  the  pool 
of  local  employees  when  a  new  position  or  a  vacancy  occurs  in  the 
SDHES.   Although  there  have  been  incidents  over  the  years  of  local 
employees  accepting  positions  with  the  SDHES,  the  levels  of  pay 
under  the  recently  adopted  salary  schedule  indicated  the  SDHES  is 
at  least  attempting  to  raise  local  employees  salaries  to  an  equit- 
able (but  not  a   handsome)  level.   The  SDHES  is  evidently  not 
forcing  the  issue  concerning  the  relationship  between  compliance 
with  the  Merit  System  (including  salary  levels)  and  the  acceptance 
by  a  county  of  the  federal  funds,  but  there  is  a  lot  to  be  said  for 
the  argument  that  pushing  too  hard  could  jeopardize  those  public 
health  programs  which  are  now  being  provided. 

To  further  add  to  the  confusion,  however,  there  have  been  situa- 
tions (altogether  too  rare)  in  which  a  county  wished  to  pay  its 
employees  more  than  the  amounts  listed  on  the  state-developed 
salary  schedule  (for  instance,  at  a  level  between  the  steps  on 
the  schedule) ,  but  they  were  prohibited  -  or  perhaps  discouraged 
is  a  better  word  -  from  doing  so  by  the  SDHES  apparently  on  the 
basis  that  if  the  federal  monies  were  to  be  accepted  by  the 
county,  the  county  must  comply  with  the  salary  schedule. 

In  an  attempt  to  deal  with  some  of  the  inequities  and  confusion 
created  by  the  process  of  varying  agencies  involving  themselves 
in  the  setting  of  salaries  for  local  public  health  personnel  and 
the  lack  of  uniformity  in  the  salaries  paid  throughout  the  state 
to  the  same  professionals,  an  early  tentative  recommendation  of 
this  study  was  that  there  be  a  requirement  in  the  statutes  that 
counties  pay  the  same  salary  to  local  employees  as  those  which 
are  paid  to  state  employees  with  comparable  job  function  and 
educational  and  work  experience  requirements  for  employment. 
This  recommendation  was  also  an  attempt  to  acknowledge  the  fact 
that  the  nurses  and  sanitarians  are  among  the  few  county  employees 
whose  qualifications  for  employment  require  both  technical  academic 
training  and  state  licensure. 

This  suggestion  was  not  received  favorably  by  anybody  who  reacted 
to  it.   County  officials  felt  that  it  is  inappropriate  for  the 
state  to  dictate  salary  levels  to  them  (although  they  are  already 
being  dictated  to  through  the  required  approval  of  local  employees' 
salaries  by  both  the  SDHES,  through  its  administrative  regulations, 
and  the  State  Merit  System) . 
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Local  health  officers  felt  that,  given  the  considerably  higher 
salaries  of  state  employees,  their  budgets  would  "go  through  the 
roof"  if  they  were  required  to  pay  at  the  same  levels.   Addition- 
ally, the  health  officers  felt  that  there  is  so  much  disparity 
now  in  salaries  for  members  of  the  same  professional  groups  (nurses, 
for  instance)  from  area  to  area  throughout  the  state,  that  to  man- 
date from  Helena  that  all  health  departments  must  pay  the  same 
salaries,  and  particularly  such  high  ones,  would  create  inequities 
and  resentments  among  privately  and  publicly  employed  nurses  -  and 
among  other  county  employees  for  that  matter. 

The  members  of  the  State  Commission  on  Local  Government  were  like- 
wise opposed  to  the  concept  of  mandating  in  the  law  either  actual 
or  recommended  salaries  for  any  county  employees,  including  those 
in  the  health  department. 

Therefore,  the  recommendation  relating  to  salaries  of  local  public 
health  nurses  and  sanitarians  was  deleted  from  the  proposal.   It 
is  considered  one  of  the  most  significant  failures. 

The  subject  of  salaries  paid  to  local  health  officers  was  not 
dealt  with  in  this  study,  even  though  they  too  demonstrate  a  con- 
siderable disparity  from  area  to  area  throughout  the  state.   All 
local  health  officers'  salaries  are  set  by  the  board  of  health 
employing  them,  and  they  seem  to  be  set  somewhat  arbitrarily, 
that  is,  there  is  no  uniform,  statewide  schedule  of  salaries  for 
local  health  officers,  but  rather  they  are  set  according  to  the 
wishes  of  the  health  officer  being  employed,  the  amounts  of  money 
available  to  the  board,  etc. 

Full-time  local  health  officers  receive  salaries  which  are  princi- 
pally commensurate  with  their  academic  training,  i.e.,  a  physician 
would  receive  a  higher  salary  than  an  individual  with  a  master's 
degree  in  public  health.   Part-time  health  officers  receive  a 
range  of  from  nothing  to  $8,020  annually,  apparently  depending  upon 
the  amount  of  time  the  physician  devotes  to  his  public  health 
duties . 

Therefore,  due  to  the  varying  factors  involved  in  employing  a  local 
health  officer  -  availability  of  physicians  to  serve  as  health 
officers,  the  amount  of  time  the  health  officer  would  be  able  to 
spend  on  his  public  health  duties,  the  amounts  of  revenue  available 
to  the  local  boards,  etc.  -  no  recommendation  was  made  in  this  area. 
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STATE  LABORATORY  SERVICES 

The  state  laboratory  in  Helena  provides  a  valuable  supportive  ser- 
vice to  local  health  departments  -  a  service  which  is  much  too 
costly  for  local  departments  to  attempt  to  provide  for  themselves. 
Some  local  health  departments  have  established  small  laboratories 
in  which  they  do  testing  within  their  capabilities,  but  which  is 
generally  less  complicated  than  the  services  available  in  Helena. 
Most  of  the  testing  done  by  the  state  laboratory  for  local  health 
departments  is  done  at  no  cost  to  the  local  departments. 

(Although,  in  implementing  requirements  of  the  recently-enacted 
federal  Pure  Drinking  Water  Act,  the  state  laboratory  is  planning 
to  charge  local  governments  a  statewide  total  of  $53,000  annually 
for  the  laboratory  testing  involved.   This  despite  the  fact  that 
the  federal  government  is  expected  to  provide  $70,000  for  the 
state's  implementation  of  the  law,  i.e.,  various  testing  of  all 
water  supplies  serving  15  taps  or  25  people.   Apparently,  however, 
none  of  the  $70,000  is  destined  to  find  its  way  into  the  state 
laboratory '  s  budget . ) 

It  is  possibly  not  too  far  in  the  future  before  local  health  de- 
partments will  be  asked  to  pay  for  the  services  they  obtain  from 
the  state  laboratory.   The  state  lab  seems  to  be  chronically  under- 
funded (perhaps  because  of  situations  such  as  the  one  related  above 
concerning  the  Pure  Drinking  Water  Act) ,  and  from  year-to-year 
utilizes  monies  from  the  budgets  of  other  bureaus  in  the  SDHES 
(Maternal  and  Child  Health,  Preventive  Health,  Water  Quality,  Air 
Quality,  etc.)  to  defray  the  costs  of  demands  made  on  the  lab  by 
various  programs  conducted  at  the  state  and  local  levels. 

An  example  of  the  type  of  fiscal   burden  the  state  lab  is  expected 
to  bear  without  any  reimbursement  is  the  cost  of  services  provided 
to  the  Indian  Health  Service  ($26,000  in  fiscal  year  1975).   Negotia- 
tions with  the  Indian  Health  Service  in  the  past  over  sharing  this 
burden  have  proven  fruitless.   Perhaps  negotiations  should  be  con- 
ducted with  the  parent  organization  of  the  Indian  Health  Service, 
the  U.  S.  Department  of  Health,  Education  and  Welfare.   As  explained 
in  the  section  on  PUBLIC  HEALTH  SERVICES  FOR  INDIAN  RESERVATIONS, 
the  Indian  Health  Service  in  Montana  has  a  limited,  categorical 
budget  which  may  only  be  spent  on  certain  specified  health  services. 

Additionally,  some  programs  are  mandated  by  the  Legislature,  but 
are  not  accompanied  by  an  appropriation  to  cover  the  laboratory's 
costs.   An  example  of  this  is  the  recently-enacted  program  of  testing 
newborn  infants  for  birth  defects. 

Unfortunately,  one  method  utilized  by  the  SDHES  to  supplement  the 
budget  of  the  state  lab  is  by  using  money  appropriated  to  Montana 
under  the  Public  Health  Services  Act  (P.L.  94-63)  -  money  which  this 
study  project  sees  as  rightfully  belonging  to  local  health  depart- 
ments and  which  should  have  been  allocated  to  local  health  depart- 
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ments  since  the  inception  of  the  program  in  1967.   Although  this 
proposal  contains  a  recominendation  that  these  funds  (popularly  re- 
ferred to  as  "314d"  funds)  be  allocated  on  a  per  capita  basis  to 
local  health  departments  in  the  future,  it  is  also  being  recom- 
mended that  the  portion  of  these  funds  presently  being  utilized 
by  the  state  lab  ($140,000  annually)  be  replaced  in  the  laboratory 
budget.   See  the  section  on  FINANCING  LOCAL  HEALTH  DEPARTMENTS 
for  further  details. 

Since  state  law  specifically  mandates  state  laboratory  services ^^ 
it  seems  most  peculiar  that  the  lab  must  depend  on  other  bureaus 
of  the  SDHES  to  supplement  its  budget  and  must  siphon  off  funds 
intended  for  other  purposes  to  support  its  growing,  but  undeniably 
vital,  function. 

The  alternative  to  adequately  funding  the  state  laboratory  would 
be  to  establish  local  or  district  health  department  laboratories. 
Needless  to  say,  the  cost  to  Montana  of  such  a  system  would  be 
absolutely  prohibitive. 

If  the  proposed  legislation  to  establish  a  "crime"  laboratory  is 
successful,  it  could  possibly  relieve  the  SDHES  laboratory  of 
such  functions  as  testing  for  blood  alcohol  levels  of  suspected 
drunk  drivers,  etc.   This  is,  of  course,  still  uncertain,  and 
even  ]f  enacted,  would  not  reduce  the  SDHES  lab's  workload  in 
the  areas  of  virology,  microbiology,  etc. 


(16)  Title  69,  Section  4110  (7):   "The  department  shall. . .organize 
laboratory  services  and  provide  equipment  and  personnel  for 
those  services..." 
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HOME  HEALTH  CARE  SERV ICES 

There  is  one  qroup  of  health  professionals  in  the  country  today 
which  has  the  potential  for  at  least  partially  re-structuring 
our  costly  and  impractical  methods  of  providing  medical  care  - 
these  are  the  component  services  of  home  health  care  programs. 
A  fully-staffed  program  can  offer  to  a  homebound  patient  such 
services  as  nursing,  physical,  occupational,  and  speech  therapy, 
and  "homemaker"  services  (to  assist  with  household  chores,  do 
the  shopping,  etc.). 

There  are  currently  several  such  home  health  care  programs  in 
Montana.   A  few  of  them  are  private  agencies  in  that  they 
accept  no  public  funds  for  operational  costs  or  other  expenses. 
Others  are  supported  partially  by  private  payments  (cash  or 
private  medical  insurance  benefits)  and  payments  from  publicly- 
funded  medical  assistance  programs.   A  very  few  of  the  programs 
are  totally  funded  by  appropriations  of  government  monies  with 
no  income  accruing  from  third-party  payments  such  as  private 
medical  insurance.  Medicare,  etc. 

Nine  of  the  existing  programs  in  Montana  are  "certified"  agencies, 
that  is,  they  have  been  certified  by  the  SDHES  under  federal 
regulations  as  agencies  which  provide  a  high  enough  standard  of 
care  to  qualify  for  payments  for  the  services  they  render  from 
federal  medical  assistance  programs  -  Medicare  and  Medicaid. 
Certification  is  extremely  important  to  a  home  health  care 
agency's  fiscal  v/ell-being,  as  demonstrated  by  the  percentages 
of  the  total  income  of  these  nine  agencies  which  is  represented 
by  the  federal  medical  assistance  programs  -  between  70%  and 
80%  from  Medicare  and  between  10%  and  20%  from  Medicaid.   Four 
of  these  nine  programs  are  housed  in  and  administered  by  the  . 
local  health  department;  the  remainder  function  separately 
from  the  health  departments  in  their  communities. 

Three  of  the  nine  certified  agencies  are  self-supporting  in 
that  they  receive  no  monies  from  public  agencies  except  as  third- 
party  payments.   That  is,  their  income  covers  their  operational 
costs.   The  remaining  six  certified  agencies  support  themselves 
through  third-party  payments  plus  appropriations  from  government 
agencies,  in-kind  contributions  from  local  governments  such  as 
housing,  administrative  services,  etc.,  and  some  federal  grants. 

The  few  totally  private  home  health  care  agencies  in  Montana  are 
causing  some  concern  among  other  home  health  care  providers  and 
others  interested  in  the  home  health  care  concept,  since  the 
quality  of  the  services  they  provide  is  not  subject  to  monitoring 
or  review  by  any  governmental  agency.   For  this  reason,  there 
have  been  attempts  in  the  past  to  mandate  in  the  law  that  all 
home  health  care  agencies  be  licensed  by  the  state  in  order  to 
have  some  method  of  monitoring  the  services  they  provide.   To 
date,  these  proposals  have  been  unsuccessful. 
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The  three  programs  which  are  operated  and  funded  by  county 
governments  employ  salaried  nurses  who  charge  no  fee  for  their 
services.   Their  function  is  similar  to  that  of  a  public  health 
nurse,  except  that  they  provide  home  health  care  services  exclu- 
sively.  There  are,  by  the  way,  a  few  public  health  nurses  in 
the  state  who  have  been  certified  by  the  SDHES  for  payment  for 
their  services  from  Medicaid  only. 

Most  home  health  care  services  are  provided  to  the  aged  ill 
simply  because  these  are  the  individuals  with  the  greatest 
number  of  health  problems.   However,  none  of  the  above-mentioned 
programs  restrict  their  clientele  to  the  aged.   (The  Aging 
Services  programs  in  a  few  areas  throughout  the  state  have  also 
hired  nurses  to  provide  home  care  services  to  the  aged.) 
Obviously,  Medicaid  and  Medicare  monies  would  only  be  paid  for 
eligible  individuals  -  the  low  income  and  the  elderly.   But  if 
an  individual  is  not  eligible  for  one  of  the  publicly-funded 
medical  assistance  programs  but  requires  services,  the  services 
are  made  available.   The  private  agencies  must,  of  course, 
direct  their  attention  to  patients  who  either  are  able  to  pay 
for  their  services  or  have  a  medical  insurance  policy  which  will 
pay  under  its  benefits. 

The  interest  of  private  insurance  companies  in  home  health  care 
services  is  growing,  but  there  is  a  long  way  to  go  before  these 
services  are  made  an  automatic  benefit  on  private  health  insur- 
ance policies.   Blue  Cross  is  currently  conducting  a  "pilot 
project"  with  the  West-Mont  Home  Health  Agency  in  Helena  to  deter- 
mine the  feasibility  of  extending  their  benefits  to  the  services 
of  all  certified  agencies. 

Physicians  in  Montana  also  seem  to  be  exhibiting  a  growing 
interest  in  home  health  care  programs.   Their  support  is,  of 
course,  vital,  since  the  nursing  and  therapy  acti\/ities  '^f  home 
health  c-^re  programs  mav  rjily  be  providtil  by  referral  of  a 
physician  uid  under  his  direction.   Of  t ne  20  local  health 
officers  responding  to  this  project's  survey,  11  of  them  indica- 
ted that  new  or  additional  home  health  care  programs  are  needed 
in  their  counties. 

Although  all  existing  programs  m  Montana  combined  cover  a 
jurisdiction  which  includes  about  two-thirds  of  the  state's 
population,  only  about  1,400  individuals  are  currently  served. 
Even  these  programs.,  however,  are  not  meeting  the  demand.   Some 
of  the  existing  programs  have  waiting  lists  and  all  of  the  pro- 
grams are  constantly  seeking  methods  of  expanding  their  services' - 
f-ither  .je.  ;gr..ph  i  ^a  1 J  y  O'-  bv  iddiiig  statf  ^o  provide  services  to 
more  individuals  within  their  current  jurisdictions.   Unfortunately 
as  with  most  other  health  services,  \t    is  generally  the  more  popu- 
lated areas  of  che  state  which  are  served  presently,  leaving  the 
sparsely  populated  rural  areas  with  little  or  no  service. 
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There  are  three  medi  uin-sized  cities  which  are  seriously 
interested  in  establishing  programs  .f  funding  should  become 
available.   These  three  programs,  if  established,  would  then 
plan  expansion  into  five  additional  counties  which  are  currently 
not  served. 

Most  piiLic^nt:^  lit-  M.  ;:   -;  1  nu  hom--s  <--implv  bera""'"'.    :  '  df  name 
implies,  they  need  nursing  (as  opposed  to  surgical  or  other 
medical)  services.   If  these  services  can  be  provided  to  them 
in  their  homes  under  a  physician's  direction,  there  is  no 
necessity  for  admitting  them  to  nursing  homes,  the  cost  of 
which  is  upwards  of  $600  per  month  in  Montana. 

The  visiting  nurse's  services  are  invaluable,  too,  for  pro- 
viding nursing  care  for  post-surgical  convalescence  for  which 
no  actual  physician's  services  are  required.   With  the  daily 
cost  of  hospital  care  in  Montana  having  been  estimated  recently 
at  $130  per  day,  it  seems  impractical  not  to  provide  these 
nursing  services  to  those  individuals  who  need  them.   The  fol- 
lowing quote  from  a  patient  was  taken  from  a  brochure  which 
describes  the  services  (including  home  health  care)  provided 
by  the  special  nursing  project  at  Seeley  Lake:   "She  saved  me 
hundreds  of  dollars  after  my  surgery,  because  I  had  to  be 
checked  daily  and  if  she  hadn't  been  here,  I  would  have  had 
to  stay  in  Seattle  where  I  had  the  operation." 

A  simple  mathematical  exercise  will  further  demonstrate  the 
economical  value  of  home  health  care.   A  home  health  nurse, 
visiting  a  patient  three  times  per  week  and  charging  $17  for 
each  visit  would  cost  the  patient  or  the  government  or  the 
patient's  insurance  company  $51  per  week.   Permanent  confine- 
ment in  a  nursing  home,  at  $30  per  day,  would  cost  $210  for 
the  same  period. 

Costs  aside,  it  is  obviously  more  beneficial  for  the  patient 
to  be  able  to  remain  in  his  or  her  own  home  when  admittance 
to  a  health  care  facility  is  not  absolutely  necessary.   Because 
of  the  lack  of  availability  of  beds  in  some  areas  of  the  state, 
some  aged  ill  are  not  even  able  to  stay  within  their  own  counties 
when  confinement  in  a  nursing  home  becomes  necessary.   Being  at 
least  close  to  home  (but,  better  yet,  in  the  home)  is  vitally 
important  to  the  morale  of  individuals  who  find  themselves  bed- 
ridden.  But  no  matter  how  close  to  home,  how  modern,  how  high 
the  quality  of  care,  how  elaborately  furnished,  or  how  excel- 
lent the  cuisine,  there  are  few  patients  v.'ho  wouldn't  rather 
be  .1 1  homo  . 

An  impressive  early  supporter  of  home  health  care  was  quoted 
recently  in  the  American  Journal  of  Public  Health:   "The  poor... 
when  sick,  in  the  family  of  a  good  farmer,  where  every  member 
is  emulous  to  do  them  kind  offices,  where  they  are  visited  by 
all  the  neighbors,  who  bring  them  the  little  rarities  which 
their  sickly  appetites  may  crave,  and  who  take  by  rotation  the 
nightly  watch  over  them,  when  their  condition  requires  it,  is 
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without  comparison  better  than  in  a  general  hospital....  One 
branch  only  of  hospital  institutions  is  wanting  with  us;  that 
is  a  general  establishment  for  those  laboring  under  difficult 
cases  of  chirurgery.  The  aids  of  this  art  are  not  equivocal. 
But  an  able  chirurgeon  cannot  be  had  in  every  parish.  Such 
a  receptacle  should  therefore  be  provided  for  those  patients; 
but  no  others  should  be  admitted ." (17 ) 

Obviously,  the  ambition  of  all  home  health  care  programs  is  to 
become  self-supporting,  as  are  three  of  the  nine  certified 
agencies.   If  they  can  build  their  caseloads  to  the  point  at 
which  they  will  be  taking  in  adequate  income  from  Medicaid, 
Medicare,  private  insurance,  cash  payments,  etc.,  they  can 
become  self-supporting.   Until  they  can  build  their  caseloads 
large  enough  to  support  their  programs,  other  funds  are  needed 
if  the  programs  are  to  be  continued. 

Seed  money  to  establish  a  program  is  another  need.   Nurses  and 
other  professionals  cannot  be  expected  to  provide  their  services 
for  nothing  until  third-party  payments  begin  to  come  in,  and  for 
this  reason,  funds  are  needed  to  support  a  program  until  it  can 
start  supporting  itself.   The  Montana  Home  Health  Care  Associa- 
tion estimates  that  it  costs  approximately  $20,000  for  core 
funding  to  develop  a  new  home  health  care  program. 

Unfortunately,  no  state  and  few  federal  dollars  are  available 
to  assist  home  health  care  programs  until  they  can  become  self- 
supporting.   Only  $3  million  in  grant  money  for  programs  was 
available  nationwide  in  1976  from  the  federal  government. 

Therefore,  because  of  the  obvious  need  and  demand  for  home 
health  services,  and  to  fill  the  void  of  having  no  state  dollars 
available  for  the  programs,  it  was  proposed  by  this  project  that 
monies  be  requested  of  the  state  legislature  for  the  purpose  of 
expanding  and  developing  home  health  care  programs  in  Montana. 
The  total  amount  which  would  have  been  requested  for  state  money 
for  grants  was  $80,000.   Emphasis  was  to  be  placed  on  presently 
unserved  areas,  and  the  proposal  contained  a  financial  provi- 
sion for  a  staff  member  in  the  Nursing  Bureau  of  the  SDHES  to 
coordinate  existing  programs,  determine  the  areas  in  need  of 
new  ones,  allocate  the  state  grants,  assist  new  and  existing 
programs  in  developing  their  caseloads  and  qualifying  for  cer- 
tification, encourage  local  government  officials  to  assist 
financially,  provide  professional  consulting  services,  evaluate 
the  services  provided,  etc.   The  new  programs  were  not  neces- 
sarily intended  to  become  functions  of  local  health  departments, 
but  nothing  in  the  proposal  would  have  prohibited  it  either. 

Unfortunately,  the  members  of  the  State  Commission  on  Local 
Government  did  not  adopt  this  particular  proposal. 


(17)  The  Life  and  Selected  Writings  of  Thomas  Jefferson ,  Koch , 

Adrienne  and  Peden,  WxTliam,  Eds.,  NY:  Modern  Library,  1944 
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FAMILY  PLANNING  PROGRAMS 


Montana  currently  has  15  family  planning  clinics  located  through- 
out the  state.   A  few  of  these  programs  are  housed  in  local  health 
department  facilities,  but,  due  mostly  to  the  restrictive  nature 
of  federal  regulations  governing  family  planning  programs,  all  15 
programs  receive  principal  administrative  direction  from  the  SDHES, 
which  functions  as  implementor  of  federal  laws  and  regulations. 
Those  programs  which  are  not  within  local  health  departments  func- 
tion under  contract  with  local  non-profit  private  associations 
(e.g.,  the  Planned  Parenthood  Association). 

The  majority  of  the  funding  for  these  15  programs  comes  from  the 
federal  government,  although  a  small  amount  of  state  and  local 
funds  are  involved.   The  total  amount  of  federal  funds  contributed 
toward  Montana's  family  planning  programs  in  fiscal  year  1975  was 
$711,572  (of  this,  $55,565  was  re-allocated  to  three  local  health 
departments  to  provide  the  programs  in  their  areas) .   These  federal 
funds  represented  approximately  90%  of  the  total  statewide  expendi- 
ture for  services  of  the  family  planning  clinics.   The  local  funds 
are  represented  primarily  by  support  services  -  housing,  adminis- 
trative services,  etc. 

There  are  some  limited  family  planning  services  provided  elsewhere 
in  the  state  by  public  health  nurses  as  components  of  their  overall 
program,  but  they  do  not  receive  a  share  of  the  federal  family 
planning  monies.   The  services  the  public  health  nurses  provide 
are  obviously  not  as  concentrated  as  the  programs  of  the  family 
planning  clinics,  which  devote  their  full  attention  to  this  specific 
area  of  public  health. 

Family  planning  services  are  probably  the  most  misunderstood  of  all 
public  health  programs.   There  has  been  so  much  publicity  and  so 
much  controversy  over  the  programs'  involvement  with  the  abortion 
issue  nationwide  and  in  Montana  over  the  issue  of  provision  of 
services  to  minors  without  parental  consent,  that  these  issues 
have  overshadowed  the  many  other  services  the  clinics  provide. 

Although  the  principal  objective  of  the  program  is,  as  the  name 
implies,  to  assist  families  in  planning  the  optimum  number  of 
children  depending  upon  family  circumstances,  a  great  deal  of  the 
programs'  work  involves  counseling  for  sterilizations;  testing 
for  venereal  disease,  cervical  cancer  and  vaginal  disorders; 
immunizations  for  rubella;  pregnancy  tests;  infertility  examina- 
tions; and  many  additional  general  health  screening  services. 

As  with  some  other  public  health  programs,  there  has  (and  continues 
to  be)  controversy  over  whether  or  not  family  planning  programs 
compete  with  private  medical  providers.   It  has  apparently  been  a 
difficult  task  in  some  counties  to  persuade  local  medical  societies 
to  cooperate  with  the  programs  and,  in  some  cases,  even  to  permit 
them  to  function. 
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The  medical  services  available  through  a  family  planning  clinic 
could  not  even  be  offered,,  however,  without  a  physician  to  provide 
them.   It  would  also  seem  logical  to  assume  that  family  planning 
programs  serve  as  case-finding  tools  for  local  physicians  because 
of  the  many  adjunct  health  screening  services  they  provide. 
Additionally,  the  services  of  family  planning  clinics  reach  pri- 
marily the  sort  of  clientele  which  would  not  otherwise  seek  these 
services  from  a  physician  -  the  low  income,  minority  groups,  etc. 
(although  they  are  available  to  everybody).   For  these  reasons, 
it  would  seem  the  programs  and  the  physician  need  one  another. 

One  advantage  the  programs  have  over  the  physician  is  their  out- 
reach capabilities  through  which  they  are  able  to  urge  mothers 
to  seek  pre-pregnancy  counseling  -  and  other  services  for  which 
their  clientele  might  be  referred  to  a  physician. 

Due  to  the  controversial  nature  of  the  birth  control  aspects  of 
the  programs,  others  at  the  community  level  have  in  the  past 
attempted  to  hamper  their  development.   The  programs  would  not 
be  as  widespread  as  they  are  if  there  hadn't  been  a  concerted 
effort  at  the  state  level  to  develop,  expand  and  encourage  them. 

Family  planning  services  have  the  potential  of  being  one  of  the 
most  cost-effective  expenditures  of  government  monies.   Not  only 
do  they  detect  ailments  which  can  be  treated  in  their  early 
stages,  the  programs  have  saved  the  taxpayers  possibly  millions 
of  dollars  in  welfare  payments  for  unwanted  children  over  the  past 
few  years  -  as  a  result  of  federal  welfare  regulations  which 
require  that  family  planning  services  be  available  to  AFDC  mothers, 

In  the  interest  of  encouraging  further  development  and  expansion 
of  the  services  statewide,,  the  principal  administration  and  direc- 
tion of  the  programs  should  continue  to  come  from  the  state  level 
where  the  interests  of  the  programs  are  shielded  from  local  preju- 
dices against  their  purposes. 

Although  it  may  seem  inconsistent  to  propose,  on  the  one  hand  that 
local  health  departments  should  have  primary  responsibility  for 
providing  all  programs  which  involve  direct  services  (see  section 
on  RELATIONSHIP  BETWEEN  THE  STATE  AND  LOCAL  HEALTH  DEPARTMENTS) , 
and,  on  the  other  hand,  that  family  planning  continue  to  be  a 
state-administered  program,  this  exception  to  the  rule  is  being 
made  because  of  the  special  problems  related  above  surrounding 
family  planning  programs  and  the  community's  attitude  toward  them. 

The  day  may  come  when  more  people  (hopefully  including  those  who 
are  involved  with  making  decisions  about  local  human  services 
programs)  will  realize  the  value  of  family  planning  programs,  but 
until  this  happens,  it  is  not  reasonable  to  expect  that  the  pro- 
grams will  flourish  under  direct  administration  of  local  govern- 
ment agencies. 
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RELATIONSHIP  BETWEEN  THE  STATE  AND  LOCAL  HEALTH  DEPARTMENTS 

The  principal  charge  of  this  study  project  was  to  find  methods  of 
improving  and  expanding  existing  local  public  health  services. 
Study  of  the  SDHES  was  not  a  basic  component  of  the  project,  however, 
it  was  necessary  to  investigate,  at  least  to  a  limited  extent,  both 
the  programs  provided  by  and  the  policies  ot  the  SUHES  in  its  rela- 
tionship with  local  health  i^partr'^nts  in  order  to  understand  the 
statewide  situation  as  it  relates  to  public  health.   This  section 
deals  with  these  programs,  this  relationship  and  some  of  the  problems 
thereof,  and  recommendations  for  improvements. 

In  current  law,  there  is  no  direct  reference  to  the  relationship 
between  the  state  and  local  health  departments.   The  proposed  law 
will  contain  a  section  which  applies  specifically  to  this  relation- 
ship and  the  role  the  SDHES  should  play  in  terms  of  providing 
supportive  and  other  services  to  local  health  departments. 

For  many  years,  local  public  health  services  in  Montana  were  non- 
existent.  After  creation  of  the  State  Board  of  Health,  local 
services  were,  in  the  early  years,  provided  on  a  limited  basis 
by  personnel  employed  by  the  Board.   As  the  board  staff  grew  and 
state  and  federal  monies  became  more  readily  available,  services 
provided  to  the  communities  by  state  personnel  expanded.   Consid- 
ering the  geographic  size  of  the  state  and  the  limited  manpower 
available  even  in  the  SDHES,  however,  the  services  remained  inade- 
quate under  this  delivery  system. 

It  wasn't  until  local  government  officials  were  persuaded  by  nation- 
wide trends,  the  encouragement  of  SDHES  staff,  and  the  passage  of 
state  laws  which  began  to  make  more  demands  in  terms  of  improving 
the  general  public  health  (particularly  environmental  health)  that 
the  services  began  to  become  more  adequately  widespread  throughout 
the  state  by  means  of  local  government  efforts,  interest  and  reve- 
nues.  The  services  gradually  became,  for  the  most  part,  locally- 
funded  programs  provided  by  locally-employed  staff. 

Today,  the  largest  source  of  funding  (97%)  for  the  basic  programs 
of  local  health  departments  (the  nursing  and  sanitation  activities 
of  the  local  board  of  health)  is  local  money.   Even  though  the 
SDHES  total  budget  has  grown  to  over  $12  million  annually  (FY  '76), 
the  state  and  federal  combined  contribution  to  these  programs  is 
only  3%  of  the  total  amount  expended  statewide  for  the  basic  pro- 
grams of  local  health  departments. 

Because  of  its  historical  concern  over  the  inadequacy  of  local 
public  health  services,  the  SDHES  continues  today  to  attempt  to 
provide  many  of  the  services  itself.   However,  a  different  situa- 
tion exists  today  -  a  situation  the  state  department  seems  to 
sometimes  ignore  (even  though  the  department  is  largely  responsible 
for  it).   Over  the  past  few  years,  a  handful  of  well-staffed  health 
departments  have  developed  in  the  urban  areas  of  the  state,  and  in 
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the  rural  areas,  public  health  programs,  although  still  delivered 
on  a  fragmented  basis,  have  developed  considerably  since  the  days 
when  state  personnel  were  attempting  to  provide  services  for  the 
entire  state  without  any  help  from  local  employees. 

Unfortunately,  history  is  perhaps  too  ingrained  in  the  minds  of 
state  personnel.   Their  methods  and  policies  have  not  changed  to 
accommodate  the  changes  which  have  taken  place  in  terms  of  the 
development  of  local  health  departments  and  their  personnel.   In 
many  instances,  state  personnel  are  still  providing  services  in 
areas  where  there  are  now  local  public  health  personnel  who  have 
the  capabilities  to  provide  the  services  themselves.   This  is 
particularly  true  in  the  urban  areas  where  the  health  departments 
have  the  resources  to  provide  most  services  the  SDHES  still  attempts 
to  provide  out  of  Helena.   It  also  holds  true,  however,  in  many  of 
the  rural  areas  which  have  adequate  staff  to  provide  a  reasonable 
range  of  public  health  services. 

Even  if  there  weren't  enough  local  employees  to  provide  these 
services,  however,  it  would  still  not  be  appropriate  for  SDHES 
staff  to  be  providing  them.   Since  these  are  local  services,  they 
should  be  provided  by  local  employees  if  there  is  a  health  depart- 
ment of  any  description  in  the  county  in  question.   If  the  state 
department  has  money  available  to  pay  for  the  provision  of  basic 
services,  it  should  make  these  funds  available  to  local  departments 
so  they  may  build  their  own  staffs  to  a  level  adequate  to  provide 
the  services  themselves. 

With  increased  funding,  all  local  health  departments  in  the  state 
have  the  potential  of  expanding  their  staffs  to  the  point  at  which 
the  SDHES  involvement  need  only  be  consultative  or  supportive  to 
the  local  departments'  programs. 

In  fact,  viewing  this  type  of  relationship  between  the  state  and 
local  health  departments  as  an  essential  objective  was  the  basic 
concept  under  which  this  entire  proposal  was  developed  -  that 
the  SDHES  should  confine  its  principal  activities  to  providing 
technical  assistance  and  other  consultative  services  to  local 
health  departments,  reserving  the  primary  responsibility  for  the 
provision  of  the  services  to  local  departments. 

Presently,  the  SDHES  generally  seems  to  be  unable  (or  unwilling) 
to  grasp  the  concept  of  basic  service  provision  by  an  autonomous 
public  health  department  which  is  just  one  of  many  departments 
of  a  local  government  entity.   State  department  personnel  seem 
to  think  more  in  terms  of  local  public  health  personnel  being 
field  staff  for  the  SDHES.   They  are  perhaps  too  accustomed  to 
viewing  public  health  functions  as  tasks  which  are  still  the 
primary  responsibility  of  employees  of  the  "State  Board  of  Health." 

Their  attitude  toward  local  public  health  personnel  might  also  be 
compared  to  that  of  a  mother  who  is  unwilling  to  let  her  children 
"fly  from  the  nest"  (those  who  have  are  frequently  treated  as 
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naughty  children) .   The  SDHES  is  primarily  responsible  for  the 
significant  growth  which  has  occurred  statewide  in  public  health 
programs  and  personnel,  and  now  finds  itself  unwilling  to  let  the 
programs  and  personnel  function  under  the  administration  of  local 
health  officers  and  boards.   Obviously,  all  local  programs  must 
be  conducted  within  the  boundaries  of  state  laws  and  regulations, 
but  aside  from  this  restriction,  they  are  funded  principally  by 
local  government  officials  and  should  be  permitted  enough  freedom 
to  function  according  to  what  are  perceived  as  local  needs  and 
priorities. 

The  policies  of  the  SDHES  in  this  area  understandably  rankle 
local  public  health  personnel,  and  it  is  not  difficult  to  under- 
stand their  irritation.   Both  the  public  health  nurse  and  the 
sanitarian  are  now  required  to  have  technical  academic  training 
and  be  licensed  by  the  state,  and  some  local  personnel  feel  that 
the  educational  and  work  experience  requirements  for  some  of  the 
state  department  positions  are  no  more  demanding  than  for  local 
employment.   The  services  they  are  expected  to  provide  at  the 
local  level  are  functions  for  which  they  have  been  specifically 
trained.   Thus,  they  see  no  reason  certain  public  health  functions  - 
most  especially  the  basic  ones  mentioned  earlier  -  should  not  be 
their  responsibility,  rather  than  being  expected  to  more-or-less 
handle  only  those  tasks  which  the  SDHES  feels  it  is  appropriate 
for  them  to  handle. 

The  general  attitude  of  the  SDHES  in  this  area  seems  to  be  that 
the  state  department  wants  local  personnel  to  perform  only  those 
functions  which  the  department  can't  (or  doesn't  want  to)  accomplish 
itself.   It  would  seem  more  appropriate  if  this  policy  functioned 
in  the  reverse.   Specifically  as  it  concerns  the  provision  of  basic 
services,  the  SDHES  staff  should  serve  as  trouble-shooters  or  sup- 
plemental staff  which  would  only  provide  these  services  when  local 
personnel  are,  for  some  reason,  unable  to  (or  local  government 
officials  are  unwilling  to  fund  the  local  personnel  to  provide  them), 

Aside  from  the  question  of  which  personnel  -  state  or  local  -  should 
more  appropriately  be  providing  programs  involving  direct  services, 
is  the  issue  of  money.   During  fiscal  year  1975,  SDHES  personnel 
spent  over  $317,000(18)  for  travel  alone.   If  this  figure  could  even 
be  cut  in  half  by  an  adjustment  in  the  policy  of  permitting  state 
employees  to  provide  services  local  public  personnel  could  be  pro- 
viding, the  savings  to  the  taxpayers  could  be  tremendous. 

None  of  the  discussion  in  this  section  about  which  level  of  govern- 
ment should  perform  which  public  health  functions  relates  in  any 
way  to  the  specialized  (epidemiology,  etc.)  or  highly  technical 
(water  pollution,  etc.)  programs  of  the  SDHES.   It  is,  of  course, 
most  appropriate  for  the  state  level  to  provide  services  such  as 
these  which  are  too  costly  for  local  health  departments  to  provide 


(18; 


Accounting  Division,  State  Department  of  Administration. 
(This  figure  does  not  include  SDHES  travel  in  connection 
with  the  department's  water  pollution  control  program  activities.) 
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for  themselves.   In  fact,  it  would  be  ideal  if  the  SDHES  v/ere  to 
attempt  to  confine  its  principal  activities  to  such  areas  of 
specialization.   To  distinguish  between  these  specialized  services 
and  the  public  health  programs  local  employees  have  the  capabilities 
to  provide,  the  terminology  "basic  public  health  programs"  has  been 
utilized  in  this  report  for  the  latter. 

However,  the  statewide  public  health  effort  would  doubtless  benefit 
if  the  SDHES  were  willing  to  accept  the  concept  of  upgrading  local 
health  departments,  through  increased  funding  and  continuous  in- 
services  training,  to  the  point  at  which  it  would  be  possible  for 
local  employees  to  handle  all  of  the  basic  (non-technical  and  non- 
specialized)  public  health  programs  themselves.   Rather  than  con- 
cerning itself  with  providing  these  programs,  the  SDHES  could  then 
concentrate  on  a  more  sophisticated  program  of  supportive  services 
for  local  health  departments. 

The  increased  financing  will  hopefully  come  about  through  the 
fiscal  proposals  of  this  project  (see  section  on  FINANCING  LOCAL 
HEALTH  DEPARTMENTS) ,  and  it  is  also  being  proposed  that  the  SDHES 
not  only  continue  to  conduct  in-service  training  and  continuing 
education  programs  for  local  public  health  personnel  (and,  ideally, 
expand  the  state  department  role  in  this  area) ,  but  keep  the  local 
personnel  informed  of  all  such  training  and  education  programs 
available  with  the  state  -  no  matter  what  the  source. 

State-Provided  Programs  Local  Departments  Should  Conduct 

Some  examples  of  the  programs  state  staff  provide  which  could 
probably  just  as  efficiently  (and  perhaps  moreso)  be  provided  by 
local  employees  are  sanitary  inspections  of  hotels  and  jails,  and 
special  nursing  projects  such  as  the  Migrant  Health  Project. 

There  are  other  programs  the  SDHES  has  established  and  staffed  but 
which,  rather  than  being  headquartered  in  Helena,  are  located 
throughout  the  state  and,  in  some  cases,  in  communities  which  have 
well-staffed  health  departments  employing  full-time  health  officers. 
An  example  of  this  type  of  program  would  be  the  Maternal  and  Child 
Health  Project  in  Billings.   Wouldn't  this  type  of  program  more 
appropriately  be  housed  in  the  local  health  department  with  the 
personnel  being  supervised  and  the  funds  and  the  program  being 
administered  by  the  local  health  officer? 

Some  programs  provided  by  SDHES  personnel  involve  fairly  routine 
functions  which  most  local  personnel  would  probably  be  capable  of 
handling.   One  such  program  might  be  the  inspection  of  solid  waste 
disposal  sites.   If  the  process  for  inspecting  such  sites  requires 
any  more  technical  or  sophisticated  knowledge  than  other  inspec- 
tional  programs  local  personnel  conduct,  the  SDHES  could  share 
whatever  additional  knowledge  might  be  needed  at  the  semi-annual 
training  conferences  conducted  for  local  sanitarians. 

Some  local  sanitarians  believe  that  most  (perhaps  all)  inspectionai 
functions,  at  least,  can  be  handled  by  local  personnel.   They 
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generally  see  no  need  for  SDHES  involvement  in  the  inspectiona.i 

process  unless  it  is  specifically  requested  by  local  personnel  for, 

say,  a  technical  problem  of  some  sort  which  is  beyond  the  ken  of  a 
county  sanitarian. 

In  an  attempt  to  alleviate  some  of  the  obvious  adverse  affects  of 
having  two  levels  of  government  (or  three,  if  you  count  the  state 
employees  who  are  supported  by  federal  funds)  involved  in  providing 
direct  public  health  services  in  the  communities  of  the  state,  one 
of  the  recommendations  of  this  project  is  that,  in  the  future,  the 
SDHES  offer  programs  and  accompanying  monies  to  local  health  depart- 
ments and  permit  the  local  department  to  provide  the  services  if  the 
local  department  has  both  the  capability  and  the  manpower  available 
to  conduct  the  program. 

Excepted  from  this  proposal  vvjuld  b(  prou'arj  vvnich  are,  and  should 
remain,  statewide  in  scope  (air  pollution  programs,  central  recording 
of  vital  statistics,  statewide  health  planning,  etc.)  or  which  are 
too  costly  to  expect  a  local  health  department  to  be  able  to  afford 
(laboratory  services,  specialized  medical  services,  etc.). 

In  this  manner,  the  responsibility  for  programs  involving  direct 
(basic)  services  can,  over  a  period  of  time,  be  gradually  phased 
away  from  the  state  level  of  government  and  toward  the  "most  local 
agency"  -  a  concept  the  SDHES  says  it  supports.   This  shift  in 
policy  will  only  come  about,  however,  if  the  SDHES  fully  implements 
and  cooperates  with  the  intent  of  this  recommendation. 

The  programs  cited  above  are  by  no  means  a  comprehensive  list  of 
all  the  programs  state  employees  provide  which  could  be  provided 
by  local  health  departments  -  these  are  merely  the  most  obvious 
examples.   The  SDHES  should  examine  its  entire  program  inventory 
in  an  attempt  to  find  all  such  programs  it  would  be  possible  to 
delegate  to  local  departments. 

Duplicative  Programs 

Some  SDHES  programs  are  duplicative  of  local  programs  and,  by 
virtue  of  the  duplication,  would  seem  unnecessary.   One  of  these 
programs  is  the  process  for  review  of  the  sanitary  aspects  of 
subdivision  plans  for  which  both  the  local  health  officer  and 
the  SDHES  are  required  to  provide  approval.   Although  the  law 
mandating  this  process  can  be  blamed  for  the  duplication,  rather 
than  SDHES  policy,  the  state  department  can,  if  it  wishes,  exer- 
cise the  option  of  delegating  to  local  health  departments  the 
review  of  plans  for  at  least  minor  subdivisions.   The  SDHES  has 
initiated  this  procedure  to  a  certain  degree  with  some  of  the 
better  staffed  local  health  departments  (unfortunately,  however, 
without  offering  to  share  the  $15.00  fee  paid  by  the  developer), 
but  apparently  the  SDHES  still  insists  on  reviewing  all  plans  - 
including  those  approved  at  the  local  level  for  minor  subdivisions. 
If  local  personnel  were  given  a  greater  role  in  the  review  and 
approval  of  at  least  the  minor  subdivisions,  a  great  deal  of  the 
current  workload  of  the  Subdivision  Bureau  of  the  SDHES  could  be 
shifted  to  local  departments,  and  complaints  from  those  in  the 
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communities  who  are  awaiting  approval  of  the  subdivision  plans 
could  be  minimized. 

Two  other  such  duplicative  programs  involve  the  inspection  of 
restaurants  along  interstate  highways  and  restaurants  located  in 
transportation  terminals  (airports,  bus  stops,  etc.).   It  makes 
sense,  of  course,  to  assure  sanitary  conditions  in  restaurants, 
but  in  the  case  of  these  two  programs,  administrative  regulations 
developed  under  the  state  laws  which  govern  licensure  of  all 
restaurants  in  Montana  require  the  inspection  already  by  local 
sanitarians  of  all  such  establishments  twice  annually,  thus  the 
programs  conducted  by  the  SDHES  are  an  unnecessary  duplication 
of  local  efforts. 

Some  such  duplicative  programs  are  justified  by  the  SDHES  on  the 
basis  that  federal  money  is  available  to  provide  them.   It  is 
neither  logical  nor  pragmatic,  however,  to  justify  the  state's 
involvement  in  any  program  simply  because  federal  dollars  are 
available  to  provide  it  -  and  particularly  when  a  program  is 
unnecessary  (whatever  the  reason) . 

It  would  make  more  sense  for  the  SDHES  to  accept  federal  funds 
available  for  specific  programs  already  conducted  in  Montana  and 
re-distribute  the  monies  to  those  local  health  departments  currently 
providing  the  programs  to  help  defray  their  expenses  -  rather  than 
hiring  another  state  employee  to  conduct  the  same  program  out  of 
Helena. 

Provision  of  Services  to  Unserved  Counties 

An  area  of  public  health  activity  which  has  been  badly  neglected 
in  the  state  is  the  provision  of  the  very  basic  preventive  health 
services  (restaurant  inspection,  mass  immunizations,  etc.)  to 
residents  of  counties  whose  government  officials  have  been  unwilling 
to  fund  public  health  personnel.   It  is  ironic  that,  with  all  of  the 
state  department  personnel  who  are  currently  involved  in  providing 
basic  services  throughout  the  state  in  areas  where  there  are 
already  local  public  health  personnel,  the  SDHES  apparently  does 
not  see  as  one  of  its  responsibilities  the  provision  of  services 
to  counties  which  have  no  public  health  personnel. 

If  protection  of  the  general  public  health  is,  in  fact,  the 
responsibility  of  the  state  level  of  government,  one  of  its  top 
priorities  should  be  assuring  sanitary  conditions  and  protection 
against  disease  for  those  citizens  who  reside  in  counties  whose 
officials  have  refused  to  provide  these  protections  for  them. 
Citizens  who  reside  in  counties  which  have  not  provided  funds  for 
public  health  personnel  deserve  protection  from  disease  no  less 
than  those  citizens  who  reside  in  counties  whose  officials  realize 
the  value  of  public  health  programs. 

Although  it  is  also  being  proposed  that  each  county  be  required  to 
obtain  at  least  the  part-time  services  of  a  nurse  and  a  sanitarian, 
there  is  every  reason  to  believe  there  are  a  few  counties  which  will 
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balk  at  even  these  very  minimal  requirements.   A  very  small  nrmber 
of  counties  currently  do  not  abide  by  the  statutory  requirements 
that  they  hire  a  health  officer  and  form  a  board  of  health. 

For  these  reasons,  it  is  being  proposed  that  the  SDHES  be  required 
to  provide  whatever  it  wishes  to  define  as  essential  public  health 
services  to  counties  which  remain  unserved  in  the  future,  with  the 
provision  that  they  may  bill  the  affected  counties  for  the  cost  of 
providing  the  services.  A  description  of  the  "essential  public 
health  services"  is  being  left  to  the  discretion  of  the  SDHES, 
since  it  is  in  the  best  position  to  determine  what  level  of  public 
health  protection  each  citizen  of  the  state  has  a  right  to  expect. 

Communication/Coordination  Between  State  and  Local  Health  Departments 

The  lack  of  coordination  of  state  and  local  public  health  efforts 
is  another  area  of  serious  concern.   Among  other  problems,  local 
health  departments  are  frequently  not  informed  when  some  state- 
provided  program  or  enforcement  action  is  planned  in  their  individual 
communities. 

An  example  is  the  function  of  the  SDHES  "EPSDT"  team  which  conducts 
health  screening  programs  for  children  of  low  income  families. 
These  programs  should  not  only  be  coordinated  through  local  health 
offices,  but,  if  only  in  the  interest  of  maintaining  good  will  in 
the  communities,  the  opportunity  to  participate  should  be  offered 
to  local  health  department  personnel,  as  well  as  to  private  physi- 
cians in  the  community.   Additionally,  money  could  be  saved  by 
utilizing  local  professionals,  where  possible,  rather  than  sending 
staff  from  Helena  to  conduct  this  type  of  program. 

Another  aspect  of  this  lack  of  coordination  is  the  frequent  viola- 
tion by  state  personnel  of  the  local  health  officer's  autonomy  in 
administering  and  supervising  his  own  personnel  and  programs.   His 
personnel  are  sometimes  contacted  directly  by  state  personnel  from 
Helena  who  request  the  local  staff  to  take  some  action  without  even 
notifying  the  health  officer.   Additionally,  state  personnel  consis- 
tently travel  into  a  local  health  department's  jurisdiction  to  con- 
duct some  program  (which  perhaps  would  more  appropriately  be  the 
responsibility  of  the  local  health  department  in  the  first  place) 
without  even  contacting  the  health  officer  or  other  local  personnel. 

The  authorities  and  prerogatives  of  the  local  health  officer  and 
other  local  personnel  are  also  sometimes  challenged  in  another, 
more  serious  manner  when  interpretation  of  public  health  laws 
or  regulations  differs  from  the  state  to  the  local  level.   Multiple 
examples  of  this  have  been  cited  by  local  public  health  personnel, 
but  the  most  frequently  mentioned  is  that  of  the  proprietor  of  an 
establishment  subject  to  state  licensure  laws,  who,  v;hen  he  is  not 
satisfied  with  a  decision  made  by  the  personnel  of  the  local  health 
department,  will  place  a  call  directly  to  the  SDHES  whose  staff 
will  then,  without  consulting  the  local  personnel,  overrule  the 
local  department's  decision.   This  not  only  embarrasses  the  local 
personnel,  but  makes  the  statewide  public  health  effort  appear 
fragmented,  inconsistent  and  inefficient.   At  the  least,  the 
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situation  should  be  discussed  and  perhaps  even  negotiated  with  the 
local  personnel  before  the  state  makes  the  decision  to  overrule. 
If  laws  and  regulations  relating  to  public  health  are  not  to  be 
uniformly  applied,  their  effectiveness  can  be  questioned  and  per- 
haps they  should  be  either  amended  or  repealed. 

Unfortunately,  there  is  little  a  study  project  such  as  this  can 
do  to  attempt  to  mitigate  these  exercises  of  bad  judgment.   It 
would  doubtless  enhance  the  image  of  public  health  overall,  liow- 
ever,  if  SDHES  staff  would  attempt  to  be  more  supportive  of 
decisions  of  local  health  department  personnel  and  make  a  greater 
effort  to  respect  the  prerogatives  of  a  local  health  officer. 

It  is  being  recommended,  however,  that  the  SDHES  make  a  greater 
effort  to  coordinate  its  programs  with  local  health  departments, 
to  establish  a  better  system  of  communication  with  personnel  of 
local  departments,  and  to  coordinate  all  staff  visits  to  local 
health  department  jurisdictions.   The  latter  might  not  only  benefit 
local  public  health  personnel,  but  the  taxpayer  as  well.   If  SDHES 
staff  were  to  "car  pool"  when  they  visit  the  same  location  of  the 
state,  it  could  decrease  the  considerable  amount  of  money  spent 
currently  for  travel  expenses. 

One  local  sanitarian  related  that,  on  some  Monday  mornings,  he 
might  arrive  at  his  office  to  find  as  many  as  six  to  eight  state 
employees  -  some  there  to  consult  with  his  staff,  and  some  en 
route  to  other  areas  of  the  state  -  but  all  in  separate  automobiles. 

All  public  health  agencies  -  state  and  local  -  would  benefit  if 
the  SDHES  would  shifc  the  principal  focus  of  its  relationship  with 
local  health  departments  to  a  more  cooperative  attitude  toward 

and  supportive  alliance  with  local  departments  and  their  [jorsonnel. 

Th-i  generally  held  attitude  that  administrative  regulations  devel- 
oped under  state  laws  relating  to  public  health  are  over-regulating 
businessmen  and  other  citizens  could  perhaps  be  alleviated  some- 
what by  permitting  the  local  health  department  the  principal  role 
in  terms  of  contacts  with  the  general  public.   Local  public  health 
personnel  live  in  the  communities  they  serve,  are  acquainted  with 
the  local  government  officials,  physicians  and  business  proprietors, 
and  thus  are  in  a  much  better  position  to  accomplish  whatever  the 
desired  objective  may  be.   Some  SDHES  staff  seem  to  be  somewhat 
indifferent  to  the  obvious  advantages  of  utilizing  local  health 
department  staff  in  this  way  and  for  this  purpose. 
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Technical  Assistance  for  Local  Health  Departments 


In  order  for  the  SDHES  to  enhance  its  capabilities  for  providing 
increased  technical  assistance  (but  still  get  out  of  the  business 
or  providing  routine  basic  services) ,  at  least  in  the  environmen- 
tal health  area,  the  number  of  employees  needed  at  the  state  level 
would  probably  decrease,  although  qualifications  for  employment  in 
these  specialized  areas  would  be  more  sophisticated  than  for  the 
"generalist"  sanitarians  who  are  employed  currently  to  perform 
functions  which  the  local  sanitarians  could  be  performing. 

A  consistent  complaint  heard  throughout  this  study  project  from 
local  public  health  personnel  is  that  the  state  department  does 
not  really  employ  specialists  who  can  answer  the  questions  for 
which  local  employees  need  answers  -  questions  relating  to  such 
technical  areas  as  soil  science,  engineering,  etc.   The  SDHES 
has  perhaps  spent  too  much  time  and  money  in  the  past  hiring 
people  to  do  jobs  which  local  personnel  could  handle  instead  of 
concentrating  on  building  a  corps  of  specialists  which  could 
assist  local  employees  in  solving  extremely  complicated  problems. 
The  department  has  apparently  not  kept  pace  with  the  trend  -  fos- 
tered by  each  new  piece  of  state  and  federal  legislation  -  of 
increasingly  more  sophisticated  and  technical  environmental  health 
programs. 

Another  important  requirement  in  terms  of  the  types  of  assistance 
needed  by  local  health  department  personnel  is  in  the  legal  area. 
County  attorneys  are  apparently  either  disinterested  in  public 
health  issues  and  problems  or  lack  the  knowledge  to  deal  with 
them  adequately.   The  SDHES  legal  staff  is  undoubtedly  busy 
handling  state-related  legal  problems,  but  it  would  certainly 
be  a  boon  to  local  public  health  personnel  if  the  state  legal 
staff  could  find  ways  to  assist  local  employees  -  and  particularly 
those  in  the  rural  areas  where  most  county  attorneys  are  only 
part-time  employees. 

By  far  the  most  satisfaction  with  the  types  of  assistance  avail- 
able from  the  SDHES  was  expressed  by  the  local  nurses.   In  some 
instances,  they  seemed  to  feel  their  only  resource  when  advice 
or  assistance  is  needed  is  the  Nursing  Bureau  of  the  SDHES.   This 
attitude  was  much  more  prevalent  amongst  the  rural  nurses,  pos- 
sibly because  of  the  fact  that  there  are  fewer  health  officers 
active  in  public  health  in  the  rural  areas  and  because  the  rural 
nurses  have  fewer  professional  resources  available  to  whom  they 
might  turn  when  advice  or  assistance  is  needed.   They  generally 
seem.ed  to  view  the  assistance  they  receive  from  the  traveling 
consultants  of  the  Nursing  Bureau  as  essential  to  their  function. 

Unlike  the  nurses,  local  sanitarians  expressed  considerable  dis- 
satisfaction over  their  experiences  involving  requests  for  assis- 
tance from  state  personnel,  particularly  in  terms  of  requests 
for  the  more  sophisticated  expertise  needed  from  time  to  time. 
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They  seemed  to  generally  agree  that  the  types  of  technical  assis- 
tance they  need  the  most  are  not  available  in  Helena.   Repeatedly 
they  observed  that  the  level  of  knowledge  possessed  by  sanitarians 
in  the  SDHES  seems  to  be  no  more  technical  than  that  possessed  by 
a  local  sanitarian.   They  do  not  need  advice  about  how  to  inspect 
a  restaurant,  for  instance,  but  rather  they  need  information 
dealing  with  the  m.ore  technical  aspects  of  environmental  health 
programs. 

The  SDHES  should,  therefore,  within  the  very  near  future,  make  a 
serious  effort  to  review  the  types  of  technical  assistance  it 
makes  available  to  local  public  health  personnel,  particularly 
in  the  environmental  health  area.   If  the  complaints  are  valid 
that  current  state-level  efforts  in  this  area  are  neither 
appropriate  nor  adequate,  attempts  should  be  made  to  increase 
the  capabilities  of  the  SDHES  in  terms  of  technical  assistance 
to  local  health  departments  as  soon  as  it  is  fiscally  possible. 

Other  areas  of  technical  assistance  needed  by  local  agencies  (but 
not  necessarily  local  health  departments) ,  and  which  the  SDHES 
should  consider  initiating  or  expanding,  are: 

1.  assistance  for  special  nursing  projects  (such  as  home 
health  care  programs  and  the  nursing  project  at  Seeley  Lake) , 
especially  in  terms  of  assistance  in  locating  more  secure  sources 
of  financing; 

2.  highly  specialized  consulting  services  for  county  hos- 
pitals and  nursing  homes  in  such  areas  as  medical  records, 
nutrition,  etc.  (to  alleviate  some  of  the  severe  hardships 
imposed  by  federal  regulations  on  these  facilities  -  particularly 
on  some  of  the  smaller,  rural  facilities); 

3.  bulk  (and  therefore  cheaper)  purchasing  of  supplies 
for  county  hospitals  and  nursing  homes; 

4.  a  continuous  program  of  searching  for  available  funds 
from  federal  and  other  agencies  for  special  projects  such  as 
home  health  care  programs; 

5.  a  program  of  centralized  recruitment  of  professional 
personnel  -  to  assist  Montana's  rural  areas  particularly. 
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Administrative  Rule-Making  by  the  SDHES 

Another  area  of  concern,  which  is  only  tangentially  related  to  the 
principal  subject  of  this  study,  is  that  of  the  hardships  imposed 
on  businessmen  and  other  citizens  (including  local  public  health 
personnel  who  must  assist  with  enforcing  them)  by  some  of  the 
seemingly  ridiculous  provisions  of  state  administrative  regula- 
tions promulgated  under  public  health  lav/s .   (Must  a  baker  have 
two  sinks?   Three  sinks?   in  order  to  assure  sanitary  conditions 
in  his  kitchen?   Is  a  vertical  urinal  just  as  sanitary  as  a 
horizontal  urinal?)   The  extremely  restrictive  nature  of  all 
public  health  regulations  -  whether  they  seem  to  make  good  sense 
or  not  -  is  a  constantly  discussed  issue. 

As  a  matter  of  fact,  review  of  existing  public  health  regulations 
in  the  Montana  Administrative  Code  would  seem  to  indicate  that 
those  who  develop  such  regulations  at  times  become  a  bit  over- 
zealous.   An  example  of  this  is  the  regulations  which  were 
developed  under  state  laws  governing  the  control  of  ionizing 
radiation  (Title  69,  Chapter  58).   There  are  ten  pages  of  law 
in  the  Revised  Codes  of  Montana,  but  128  pages  of  regulations 
in  the  Montana  Administrative  Code. 

Some  interpreters  of  the  law  believe  that  state  agencies  (including 
the  SDHES)  have  almost  unlimited  rule-making  authority  because  of 
the  lack  of  clear  restrictions  in  state  law.   This  can  be  a  very 
dangerous  area  in  which  to  permit  almost  unrestricted  authority, 
thus  it  is  an  area  which  badly  needs  study,  and  should  be  under- 
taken by  some  agency  or  organization.   It  will  not  be  a  simple 
iob,  however,  since  in  the  Public  Health  Code  alone,  there  are 
71  chapters  of  law,  and  over  700  pages  of  regulations  relating  to 
public  health  in  the  Montana  Administrative  Code. 

One  aspect  of  tht_  rule-development  process  which  does  have  a 
direct  impact  on  the  subject  of  this  study  was  scrutinized  -  that 
of  the  relationship  of  the  process  to  local  health  departments. 
Currently  there  is  no  concentrated  effort  by  the  SDHES  to  seek 
advice  from  local  health  officers  and  other  local  public  health 
personnel  even  when  proposed  rules  directly  affecting  their  pro- 
grams or  policies  are  involved.   This  indifference  to  the  need 
for  input  from  local  personnel  is  just  another  symptom  of  the 
low  priority  the  SDHES  has  consistently  placed  on  the  opinions 
and  needs  of  local  public  health  officials  and  personnel  and  the 
impact  any  such  rule-development  might  have  on  local  programs. 

Another  recommendation  of  this  project  is,  therefore,  that  in 
the  future  the  SDHES  seek  formal  comment  from  local  health 
officers  and  other  local  public  health  personnel  on  proposed 
rules  affecting  their  programs,  authorities,  responsibilities, 
etc . 
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other  Supportive  Services  for  Local  Health  Departments 

Even  with  considerable  modification  in  the  role  of  the  SDHES  in 
terms  of  its  relationship  to  local  health  departments,  state  per- 
sonnel will  never  be  able  to  provide  from  Helena  as  much  technical 
assistance  as  is  needed  for  all  the  details  of  providing  programs 
and  services  a  local  health  officer,  a  public  health  nurse  and  a 
sanitarian  are  expected  to  provide.   New  health  officers  and  local 
health  department  personnel,  particularly,  need  assistance  in 
developing  an  adequate  local  program  (and  especially  those  who 
work  by  themselves  in  the  rural  counties) . 

The  Nursing  Bureau  of  the  SDHES  has  developed  and  distributed  to 
local  nurses  a  comprehensive  manual  describing  community  health 
nursing  and  all  its  component  services.   What  is  needed,  however, 
is  a  similar  manual  containing  information  about  all  aspects  of 
the  development  and  operation  of  all  personal  and  environmental 
health  programs  and  services. 

The  SDHES  got  a  very  good  start  on  providing  this  type  of  assis- 
tance to  local  public  health  personnel  a  couple  of  years  ago  when 
it  prepared  a  handbook  (19)  which  contained  information  on  some 
of  the  items  mentioned  above.   The  handbook  covered  primarily 
the  following  material:   copies  of  state  laws  dealing  with  local 
boards  of  health  and  control  of  venereal  disease  and  tuberculosis; 
section  numbers  of  administrative  regulations  concerning  public 
health;  a  description  of  the  activities  of  various  bureaus  of  the 
state  department;  information  concerning  how  a  budget  should  be 
developed  and  how  a  local  health  department  can  obtain  funding 
(mostly  from  local  sources);  a  description  of  how  to  form  a  dis- 
trict health  department;  and  a  brief  description  of  the  major 
community  health  services  and  the  personnel  (health  officer,  nurse 
and  sanitarian)  needed  to  administer  and  provide  them. 

Although  the  handbook  contained  a  list  of  what  the  typical  public 
health  services  are,  it  did  not  contain  information  about  how  to 
provide  them,  the  numbers  of  personnel  needed  to  provide  them  at 
varying  levels,  nor  any  of  the  following  information:   how  to 
proceed  from  the  "ground  up"  in  developing  each  individual  pro- 
gram; accepted  methods  of  public  health  practice  to  assure 
quality  services;  the  methods  to  be  utilized  for  involving  local 
government  officials  and  other  citizens  in  the  development  of 
the  programs;  what  forms  are  to  be  used  in  reporting  to  local 
boards  and  the  SDHES;  what  information  should  be  included  in  pro- 
gram plans  and  budgets  required  by  the  state  department;  how  to 
apply  for  state  and  federal  funds,  what  funds  are  available,  and 
what  the  requirements  are  for  eligibility  for  the  funds;  how  to 


(19)   HANDBOOK  FOR  LOCAL  HEALTH  DEPARTMENTS,  Montana  State 
Department  of  Health  and  Environmental  Sciences, 
February,  1975 
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recruit  professional  personnel,  what  salaries  to  pay  their,  and 
what  the  requirements  are  for  state  licensure  (when  appropriate) ; 
what  continuing  education  programs  are  available  throughout  the 
state  for  those  personnel;  what  are  appropriate  fees  to  charge 
for  personal  health  services  and  permits  issued  locally  in  con- 
nection with  environmental  health  programs;  what  will  be  expected 
of  health  department  personnel  by  local  government  officials; 
what  the  requirements  of  state  law  are  for  various  public  health 
programs;  what  administrative  and  support  services  counties 
generally  provide  for  local  health  departments;  and,  perhaps 
most  important,  what  supportive  services  local  personnel  can 
expect  of  the  SDHES. 

It  is,  therefore,  being  proposed  that  the  SDHES  expand  its  hand- 
book to  include  (but  not  necessarily  be  limited  to)  information 
concerning  the  above  aspects  of  the  development  and  operation  of 
local  public  health  programs.  It  does  not  seem  that  addi- 

tional personnel  would  be  needed  by  the  SDHES  for  this  task, 
since  much  of  the  information  is  already  available  within  the 
department  or  could  be  developed  by  the  existing  staff.   Indeed, 
such  a  handbook  or  manual  might  well  save  both  the  state  and  local 
health  departments  a  good  deal  of  money  by  minimizing  the  tele- 
phone calls,  personal  visits  and  correspondence  back  and  forth 
between  the  state  and  local  agencies. 

Statewide  Planning  for  Public  Health 

Even  if  (maybe  especially  if)  broadened  authorities  and  preroga- 
tives are  granted  to  local  health  departments  as  recommended  by 
this  project,  a  great  deal  more  attention  should  be  paid  by  the 
SDHES  to  the  subject  of  statewide  planning  for  public  health 
programs.   In  fact,  statewide  planning  should  have  top  priority 
focus  at  the  state  level.   It  is  not  only  essential  in  terms  of 
effective  program  development,  but  it  is  a  function  local  health 
departments  are  unable  to  perform. 

Possibly  many  of  the  duplicative  public  health  programs  currently 
in  evidence  throughout  the  state  could  be  avoided  with  a  central- 
ized planning  effort  within  the  SDHES.   As  can  be  seen  from  the 
following  chart,  current  planning  efforts  are  not  concentrated 
within  any  one  bureau  within  the  department. 
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PLANNING  AND  RESEARCH  FUNDS  -  SDHES  -  FY  1976^20) 


Recycling  Study 

Areawide  Water  Planning 

Mosquito  Abatement  Research 

Health  Planning 

Health  Care  Facilities  Construction  Planning 

Emergency  Medical  Services  Planning 

Records  and  Statistics* 

Environmental  Impact  Statements 

TOTAL 


*  Although  the  primary  function  of  this  Bureau  is  recording  of 
vital  statistics  documents,  it  is  involved  in  research  to  a 
certain  extent. 


$ 

200 

000 

$ 

73 

478 

$ 

47 

200 

$ 

297 

022 

$ 

64 

500 

$ 

118 

235 

$ 

189 

,657 

$ 

41 

,196 

$1 

,031 

,288 

(20)  rpHg  DEPARTMENT  OF  HEALTH  AND  ENVIRONMENTAL  SCIENCE:  A 
RESOURCE  INVENTORY,  published  by  the  Governor's  office 
of  Budget  and  Program  Planning,  April,  1976 
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Doubtless  there  are  additional  planning  and  research  functions 
within  the  SDHES.   The  above,  however,  were  the  most  identifiable 
from  lists  of  departmental  program  budgets,  and,  as  noted,  not 
all  of  them  can  be  strictly  defined  as  planning  functions.   If 
all  such  planning  and  research  efforts,  however,  were  as  adequately 
financed  as  the  above,  but  located  under  one  roof  (perhaps  within 
the  Health  Planning  and  Resource  Development  Bureau)  in  the  SDHES, 
more  effective  program  development  might  result  in  the  future. 

An  essential  part  of  any  planning  effort  as  it  relates  to  public 
health  is,  to  put  it  bluntly,  the  "selling"  of  the  programs. 
Most  local  government  officials,  and  indeed  most  citizens,  are 
not  fully  aware  of  the  need  for  public  health  programs  (and  in 
the  case  of  some  programs  such  as  restaurant  inspection,  even 
of  the  fact  that  they  are  public  health  programs) ,  nor  are  they 
aware  of  the  benefits  accrued  as  a  result  of  past  public  health 
efforts  (the  eradication  of  smallpox  and  typhoid,  for  instance). 
For  these  reasons,  it  should  also  be  a  function  of  the  SDHES  to 
demonstrate  to  citizens  and  local  government  officials  the  need 
for  and  desirability  of  the  programs. 

Additionally,  an  as  yet  unknown  quantity  is  the  impact  the  federal 
Health  Planning  and  Resources  Development  Act  of  1974  will  have  on 
state  and  local  public  health  programs,  facilities  and  development. 
All  indications  are  that  the  SDHES  is  following  events  as  they 
occur.   In  view  of  some  of  the  very  early  plans  of  the  Montana 
Health  Systems  Agency,  it  is  important  that  the  department  continue 
to  keep  itself  informed  of  future  developments.   The  MHSA  Condi- 
tional Application (21 ) ,  released  in  early  1976,  contained  a  couple 
of  comments  concerning  public  health  programs  and  services  which 
could  ultimately  have  a  tremendous  impact  on  statewide  public 
health  efforts.   The  comments  were: 

"The  HSA  will ...  review. .. proposals  for  use  of  Federal 
funds  for  the  development,  expansion,  or  support  of  health 
resources  in  Montana.   This  review  will  ultimately  provide 
for  the  approval  or  disapproval  of  proposed  federal  funding." 

and 

"...the  HSA  will  review  and  comment  on  project  applications 
for  PHS  programs,  such  as  Emergency  Medical  Services, 
Health  Maintenance  Organizations,  National  Health  Service 
Corps,  etc.... the  HSA  will  then  exercise  its  authority  to 
approve  or  disapprove  projects." 


(21)  Memorandum,  dated  March  2,  1976,  from  American  Health 

Systems,  Inc.,  Enclosing  Montana  HSA  Conditional  Application, 
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Evaluation  of  Local  Programs 

Essential  to  planning  is  determining  the  effectiveness  of  pro- 
grams currently  funded  and  operative.   There  seems  to  be  a  rather 
active  process  of  data  collection  by  various  bureaus  of  the  SDHES , 
but  it  rarely  seems  to  result  in  analyses  which  could  be  useful 
in  terms  of  statewide  planning  for  future  programs,  as  well  as 
for  evaluation  of  existing  programs. 

SDHES  personnel  from  the  Nursing  Bureau  and  the  Food  and  Consumer 
Safety  Bureau  are  currently  involved  to  a  limited  extent  in 
evaluating  programs  and  services  provided  by  local  health  depart- 
ments, but  the  state  department's  involvement  in  this  activity 
should  be  expanded  as  much  as  staff  and  other  available  resources 
will  permit. 

A  notable  deficiency  in  the  current  evaluation  process  is  that 
any  resulting  evaluation  reports  are  utilized  only  as  intra- 
agency  documents.   It  would  seem  most  appropriate  if  such  reports 
were  made  available  to  those  who  provide  direct  supervision  for 
the  employees  (local  health  officers) ;  those  who  employ  the 
personnel  (local  boards  of  health);  and  to  those  who  pay  the 
greatest  percentage  of  the  bill  (county  commissioners) . 

Therefore,  it  is  being  recommended  that  the  SDHES  not  only  expand 
its  evaluation  process,  but  that  the  evaluation  reports  be  made 
available  to  the  local  officials  who  have  the  greatest  need  to 
know  about  the  adequacy  and  quality  of  the  programs  they  are 
financing. 

Some  local  health  officers  have  stated  that  they  would  welcome  an 
evaluation  of  their  own  personnel  and  the  services  they  provide. 
They  see  this  as  a  method  of  learning  where  deficiencies  exist 
and  whether  current  practices  interfere  with  efficient  delivery 
of  the  services  -  things  which  an  individual  local  health  officer 
might  not  be  aware  of  because  he  does  not  have  the  advantage  of 
comparing  his  program  to  those  of  other  local  health  departments. 
Additionally,  health  officers  with  backgrounds  in  environmental 
health  need  this  type  of  assistance  to  assess  the  adequacy  of 
their  personal  health  programs. 

Evaluation  of  SDHES  Programs 

The  SDHES  should  probably  also  review  its  own  programs  with  an 
eye  toward  eliminating  those  which  are  outdated,  ineffective  or 
no  longer  necessary.   Perhaps  the  money  used  to  conduct  these 
programs  could  be  applied  to  more  effective,  meaningful  programs  - 
either  to  be  conducted  by  the  state  department  or  by  passing  the 
funds  on  to  local  health  departments. 

There  is  some  evidence  to  indicate  that  some  state  programs 
were  established  initially  (and  have  been  continued)  only  because 
federal  dollars  were  available.   For  instance,  does  Montana 
really  have  a  "Lead-Based  Paint  Poisoning"  problem?   It  was 
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reported  that,  in  1976,  two  cases  had  been  detected  by  the  SDHES 
which  conducts  the  program,  but  the  program  has  been  funded  at 
least  since  the  beginning  of  FY  1975  and  perhaps  before  that. 
If  two  cases  does  represent  a  serious  lead-based  paint  poisoning 
problem,  perhaps  the  money  would  have  been  more  effectively  spent 
in  training  the  local  nurses  to  detect  the  ailment,  rather  than 
building  a  state  staff  to  conduct  the  program. 

Sometimes  when  the  source  of  federal  funding  is  depleted  on  such 
programs,  the  state  legislature  is  asked  to  continue  the  funding 
for  the  program.   It  seems  doubtful,  however,  that  the  legisla- 
ture has  sufficient  time  to  conduct  in-depth  scrutiny  of  all  the 
various  programs  of  the  SDHES  -  or  any  other  state  agency  -  to 
determine  if  there  actually  is  need  to  continue  them  (in  the 
absence  of  a  "Sunset  Law"  or  zero-based  budgeting) .   The  SDHES 
itself  should  perform  this  service  on  behalf  of  the  taxpayers. 

Supervision  of  SDHES  Over  Local  Health  Department 

There  are  several  references  in  current  state  law  to  the  super- 
visory authority  of  the  SDHES  over  local  boards  of  health  and 
their  personnel. (22 )   When  one  considers  the  desirability  of 
having  efficient  administrative  structures,  as  well  as  the 
extremely  high  contribution  to  the  budgets  of  local  health 
departments  by  local  governments  (97%)  when  compared  to  the 
combined  contributions  of  the  state  and  federal  governments  (3%) , 
such  supervision  seems  not  only  unnecessary,  but  inappropriate. 
In  fact,  it  does  not  seem  any  more  appropriate  for  the  SDHES  to 
supervise  personnel  of  local  health  departments  than  it  would  be 
for  the  state  highway  department  to  supervise  county  road  depart- 
ment personnel. 

There  is  no  question  that  the  state  level  of  government  should 
maintain  primary  enforcement  authority  for  state  laws  relating 
to  public  health,  but  it  seems  most  inappropriate  for  the  SDHES 
(rather  than  the  local  board  of  health,  the  local  health  officer 
or  the  county  commissioners)  to  "supervise"  local  boards  or 
their  employees. 

The  word  "supervision"  is  not  further  defined  in  the  law  (or  in 
administrative  regulations)  so  its  meaning  is  somewhat  murky. 
Indeed,  there  is  some  evidence  to  indicate  that  even  the  SDHES  is 
unclear  as  to  the  meaning  of  "supervision"  as  it  is  used  in  state 
law,  since  state  personnel  have  related  that  it  is  an  authority 
seldom  (if  ever)  exercised. 

Apparently,  the  word  has  been  used  by  the  SDHES  as  authorization 
to  develop  by  administrative  regulation  the  formula  for  allocation 


(22)  R.C.M.,  Title  69,  Section  4110  (8),  (11)  and  (14)  and  Section 
4502 
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of  the  federal  (314d)  funds  to  local  health  departments  and  to 
provide  local  nurses  with  an  authorization  for  "standing  orders" 
from  a  physician  employed  by  the  SDHES  when  there  is  no  local 
physician  to  whom  she  can  turn  in  her  community.   These  interpre- 
tations, however,  seem  to  be  a  bit  broad,  and  the  SDHES  would  be 
better  protected  if  it  had  more  specific  authorization  for  these 
activities  in  the  state  law. 

For  these  reasons,  it  is  also  being  recommended  by  this  project 
that  the  statutory  references  to  SDHES  supervision  over  local 
boards  and  personnel  be  deleted.   It  would  be  much  more  valuable 
for  the  SDHES  to  provide  supportive  services  for  (rather  than 
supervision  over)  local  boards  and  their  personnel. 

Need  for  Additional  Personnel  in  the  SDHES 

The  proposals  that  the  SDHES:   (a)  evaluate  local  programs  and 
services;  (b)  provide  the  basic  services  where  counties  refuse 
to;  and  (c)  provide  increased  supportive  services  including  a 
more  sophisticated  level  of  technical  assistance,  have  caused 
some  comment  from  the  state  department  that  additional  state 
employees  would  be  needed.   In  view  of  some  issues  in  which 
this  study  was  involved,  it  is  most  difficult  to  believe  this 
claim. 

SDHES  staff  are  currently  involved  in  these  activities  to  a 
limited  extent  at  the  present  time  -  perhaps  to  a  greater  extent 
than  the  department  itself  realizes,  given  the  seeming  lack  of 
communication  between  bureaus  and  divisions  of  the  department. 
Considering  the  size  of  the  total  staff  of  the  SDHES  (approxi- 
mately 290  in  1976  and  a  requested  314  for  the  biennium  1978-79) 
and  the  fact  that  it  is  also  being  proposed  that  the  department 
shift  its  policies  relating  to  duplicating  services  or  providing 
programs  local  health  departments  could  provide,  it  doesn't  seem 
as  though  it  would  be  a  tremendous  strain  on  the  department  to 
expand  its  activities  in  these  three  areas. 

The  Nurse  Consultants  with  the  Nursing  Bureau  already  travel 
constantly  and  already  evaluate  the  performance  of  local  nurses. 
Some  evaluation  of  local  sanitarians  is  also  accomplished  by  the 
Food  and  Consumer  Safety  Bureau  at  the  present  time,  and  there 
is  a  limited  level  of  restaurant  inspection  in  currently  unserved 
counties  by  this  same  bureau.   Additionally,  sanitarians  from 
16  local  health  departments,  in  response  to  a  question  on  a 
survey  conducted  by  this  project,  related  that  they  had  received 
a  total  of  228  visits  from  SDHES  personnel  during  a  one  year 
period.   With  this  much  travel  in  that  many  directions,  couldn't 
the  SDHES  perform  those  activities  recommended  within  this  pro- 
posal at  their  current  staff  level? 

In  the  six  years  between  1970  and  1976,  the  SDHES  staff  grew 
approximately  57%  -  from  185  at  the  time  of  the  publication  of  the 


Executive  Reorganization  report '23'  to  290  on  the  current  SDHES 
roster  of  employees.   The  budget  grew  during  the  same  period 
from  $2.6  million  in  FY  1970  to  $12.3  million  in  FY  1976  (and  to 
a  requested  $17  million  for  FY  1978) .   Surely  with  this  much 
money  and  this  many  employees,  the  SDHES  will  be  able  to  provide 
these  vital  services  to  local  health  departments  and  communities 
without  bankrupting  itself. 

There  is  currently  a  total  of  12  employees  within  the  Food  and 
Consumer  Safety  Bureau.   This  seems  like  ample  staff  to  perform 
the  recommended  activities  without  adding  personnel.   Although 
the  Nursing  Bureau  retains  only  four  Nurse  Consultants  at  the 
present  time,  it  is  possible  that  other  employees  within  both 
bureaus  would  be  relieved  of  the  burden  of  providing  programs 
involving  either  duplicative  services  or  programs  local  health 
departments  could  provide  themselves,  and  thus  be  freed  to  per- 
form the  recommended  activities. 

Statutorily  Assigned  Inspectional  Duties 

There  is  a  great  deal  of  confusion  in  current  state  law  about 
the  assignment  of  inspectional-type  public  health  duties.   Some 
laws  assign  the  inspections  to  the  local  health  departments  (e.g., 
restaurant  inspection) ;  some  laws  assign  such  duties  to  the  state 
health  department  (e.g.,  inspection  of  schools).   In  practice, 
most  such  inspections  have  traditionally  been  the  responsibility 
of  local  health  officers.   This  is  appropriate,  of  course,  since 
the  local  health  departments  are  also  charged  with  the  responsi- 
bility for  assuring  sanitary  conditions  within  their  jurisdic- 
tions. 

As  a  "housecleaning"  measure,  therefore,  the  proposed  law  will 
include  within  the  health  officer's  duties  the  authority  to 
inspect  "schools,  churches,  theatres,  jails  and  other  buildings 
or  facilities  where  persons  assemble."   These  are  all  facilities 
whose  inspections  are  assigned  in  the  current  statutes  to  the 
SDHES (24),  but  whose  inspections  are  actually  conducted  by  local 
sanitarians  for  the  most  part. 

The  only  opposition  voiced  in  connection  with  this  particular 
proposal  was  in  the  area  of  inspection  of  jails.   The  SDHES  feels 
that  it  is  more  appropriate  for  state  personnel  to  inspect  jails  - 
their  reasoning  being  that,  if  the  local  sanitarian  or  health 
officer  finds  adverse  or  unsanitary  conditions,  they  might  find 
it  politically  uncomfortable  to  bring  them  to  the  attention  of 
local  government  officials,  since  those  same  officials  are 
responsible  for  the  conditions  of  the  jails. 


(2  3)  PRELIMINARY  REPORT,  HEALTH  AND  ENVIRONMENTAL  SCIENCES, 

Montana  Executive  Reorganization  Commission,  September  17, 
1970 

(24)  R.C.M.,  Title  69,  Section  4118 

69 


This  does  not  seem  like  a  very  logical  argument  for  the  following 
reason.   Current  state  law  also  assigns  to  the  SDHES  the  responsi- 
bility for  inspecting  state  institutions  (Warm  Springs  Hospital, 
etc.).   If  the  argument  were  logical,  it  would  follow  that  local 
health  departments  should  have  the  responsibility  for  inspecting 
state  institutions  since  the  SDHES  might  be  reluctant  to  report 
adverse  conditions  to  the  authority  which  likewise  has  dual 
responsibility  for  the  agency  doing  the  inspecting  and  for  the 
state  institutions. 

Attitudes  of  Local  Government  Officials 

A  word  or  two  should  be  devoted  to  the  negative  side  of  the 
question  of  granting  increased  authorities  and  an  expanded  role 
in  service  delivery  to  local  health  departments  and  their  person- 
nel. 

Some  SDHES  staff  fear  that,  given  the  fact  that  all  local  health 
departments  are  under  at  least  indirect  control  of  local  govern- 
ment officials  (and  would  continue  to  be  so  if  the  recommendations 
of  this  project  are  adopted) ,  local  political  pressures  could 
interfere  with  the  provision  of  quality  public  health  programs 
even  more  than  they  do  at  present.   As  a  matter  of  fact,  there 
have  been  instances  of  local  public  health  personnel  being  ad- 
monished (if  not  downright  threatened)  when  some  action  was 
planned  or  taken  which  was  unpopular  with  a  county  commissioner, 
for  instance,  or  one  of  his  constituents. 

It  seems  somewhat  unfair,  however,  to  attribute  questionnable 
motives  only  to  local  government  officials.   There  is  just  as 
much  likelihood  that  somebody  at  the  state  level  of  government 
might  wish  (and  be  in  a  position)  to  bestow  a  favor  on  a  friend  - 
even  over  the  objections  of  a  local  health  department. 

It  does  not  seem  likely  that,  even  with  increased  authorities, 
the  relationship  of  the  local  health  department  to  its  respec- 
tive county  commissioners  would  pose  any  greater  threat  to  the 
overall  public  health  effort  in  the  state  than  do  some  of  the 
ineffective  practices  and  policies  which  govern  the  delivery  of 
public  health  services  currently.   The  principal  authority  for 
enforcement  of  public  health  laws  will,  after  all,  remain  at  the 
state  level. 

A  greater  problem  than  abusing  the  system  would  seem  to  be  the 
overall  disinterest  exhibited  by  many  local  government  officials 
concerning  public  health  programs  and  their  value.   The  SDHES 
could  do  a  great  service  for  the  people  of  Montana  by  more  actively 
involving  itself  in  a  program  of  education  of  local  government 
officials  about  the  need  for  and  value  of  public  health  programs 
and  services. 
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Local  I nvolvement  with  State-Licensed  Establishments 

Duo  to  some  complex  provisions  in  current  state  law,  local  health 
departments  have  very  great  difficulties  attempting  to  maintain 
satisfactory  sanitary  conditions  in  business  establishments  which 
are  subject  to  licensure  by  the  SDHES.   These  businesses  are  food 
service  establishments  (restaurants,  bars,  etc.),  lodging  estab- 
lishments (hotels,  motels,  etc.),  campgrounds  and  trailer  courts. '25; 

The  local  health  department  is  charged  with  the  responsibility 
of  inspecting  these  establishments  (administrative  regulations 
specify  twice  annually) ,  but  has  absolutely  no  role  in  enforce- 
ment -  even  if  serious  unsanitary  conditions  are  found.   If  the 
local  health  officer  develops  the  proper  documentation  of  the 
conditions  about  which  he  is  concerned,  he  can  request  the  SDHES 
to  initiate  closure  or  license  withdrawal  procedures.   But,  due 
to  the  complicated  and  lengthy  process  which  must  be  followed 
under  the  Montana  Administrative  Procedure  Act (26)  -  hearing, 
appeal,  another  hearing,  etc.  -  it  could  be  months,  even  years, 
before  closure  is  effected.   In  the  meantime,  the  establishment 
remains  open,  doing  business  in  the  ordinary  way,  and  the  public 
is  unaware  of  the  threats  posed  by  the  conditions  of  the  estab- 
lishment.  As  a  result,  those  few  owners  and  proprietors  who  do 
not  care  about  healthful  and  sanitary  conditions  in  their  estab- 
lishments also  do  not  view  the  process  as  a  threat. 

An  illustration  of  the  difficulty  local  health  department  person- 
nel encounter  when  they  feel  that  one  of  these  establishments 
should  be  closed  is  the  response  to  a  question  asked  of  local 
sanitarians  on  the  survey  conducted  by  this  project.   In  response 
to  the  question,  "How  many  licensed  establishments  have  you 
attempted  to  close  in  the  past  five  years  because  of  unsanitary 
conditions?" ,  sanitarians  from  16  local  health  departments  indi- 
cated a  total  of  33.   In  response  to  the  next  question,  "Of 
those,  how  many  were  actually  closed?",  they  indicated  11. 

Another  problem  in  this  same  area  is  that,  although  the  local 
health  department  is  required  to  submit  inspection  reports  to 
the  SDHES  for  these  establishments  after  each  semi-annual  inspec- 
tion, the  inspection  report  has  absolutely  no  bearing  on  whether 
or  not  the  license  will  be  renewed  when  the  annual  renewal  date 
rolls  around.   The  license  procedure  is  automatic  and  is  not 
contingent  upon  the  maintenance  of  sanitary  conditions  within 
the  establishment. 

An  attempt  has  been  made  in  the  proposal  to  give  local  health 
departments  the  authority  they  need  to  assure  that  these  estab- 
lishments conform  to  state  developed  sanitary  standards,  and 


(25)  See  Title  27,  Chapter  6;  Title  34,  Chapter  3;  and  Title  69, 
Chapter  56 


(26) 


Title  82,  Chapter  42 
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assist  the  io.■^l  health  depaitateiiL  luitul.  ^.Ls  reSf^onrii  bi  1  .  I  y 
of  maintaxiiing  saiixtary  conditions  withm  ii.~>    jurisdiction. 
Three  separate  provisions  ^'11  be  contained  m  thv  ^^i  o^-'oscc; 
law . 

The  first  is  granting  the  authority  to  the  local  healtli  officer 
to  validate  state-issued  licenses.   Currently,  there  is  a  space 
on  the  state  license  for  the  health  officer's  signature,  but  the 
signature,  if  affixed,  is  meaningless.   The  license  is  still 
valid  without  it.   In  fact,  there  have  been  instances  in  which 
the  local  health  officer  refused  to  sign  the  license,  returned 
it  to  the  SDHES ,  and  then  the  state  department  merely  mailed  it 
out  again  directly  to  the  licensee. 

The  local  health  officer  and  his  staff  are  involved  in  the 
inspections  of  these  establishments  twice  yearly,  and  are  in  a 
better  position  to  know  whether  one  of  them  merits  re-licensure 
each  year.   If  the  health  officer  is  expected  to  sign  the  license, 
his  signature  should  have  some  meaning.   Therefore,  a  provision 
will  be  proposed  to  amend  the  current  laws  relating  to  licensure 
of  these  establishments  specifying  that  the  license  is  not  valid 
and  in  effect  unless  the  local  health  officer's  signature  has 
been  affixed  as  validation  of  the  license.   At  the  request  of 
the  legal  staff  of  the  SDHES,  an  appeal  procedure  for  the  licensee 
will  also  be  a  part  of  this  provision. 

Secondly,  a  provision  will  be  proposed  which  will  extend  to 
counties  the  "health  permit"  system  municipalities  now  enjoy. 
That  is,  the  proposed  law  would  permit  counties  to  adopt  their 
own  standards,  develop  their  own  regulations,  and  initiate  a 
permit  system  for  these  establishments.   As  stated,  municipal- 
ities now  are  authorized  such  a  process,  and  those  few  cities 
which  have  utilized  this  authority  find  it  most  helpful  in  con- 
trolling locally  the  sanitary  conditions  of  the  establishments 
within  their  boundaries.   Counties  should  have  a  similar  author- 
ity. 

Finally,  it  will  be  proposed  that  the  local  health  officer  be 
given  the  authority  to  issue  a  written  order  to  close  such  an 
establishment  for  a  period  of  up  to  72  hours  if  conditions  posing 
an  "imperative"  threat  to  the  public  health  are  found.   This 
provision  was  proposed  to  the  1975  legislature,  but  it  did  not 
pass.   Although  this  proposed  provision  has  been  cited  as  "har- 
rassment"  by  some,  experience  in  other  states  (Oregon  is  one) 
with  similar  provisions  in  their  state  laws  has  indicated  that 
merely  having  this  authority  in  the  law  serves  as  an  encourage- 
ment to  proprietors  and  owners  to  keep  the  conditions  in  their 
businesses  up  to  established  standards. 

These  three  provisions,  used  in  concert  with  one  another,  should 
enable  local  health  departments  statewide  to  honor  their  commit- 
ment to  their  constituencies  that  they  will  maintain  sanitary 
conditions  within  their  jurisdictions  -  at  least  in  these  most 
public  of  facilities. 
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District  Health  Departments  -  The  SDHES  Attitude 

Some  individuals  in  the  SDHES  believe  that  the  key  to  the  improve- 
ment of  public  health  delivery  systems  overall  is  to  force  (through 
state  law)  rural  counties  to  form  district  health  departments  or 
at  least  to  offer  them  "incentives"  for  the  formation  of  such 
health  districts. 

It  does  not  seem  appropriate,  however,  for  the  state  to  be 
forcing  on  counties  structures  for  local  health  departments,  any 
more  than  for  any  other  departments  or  agencies  of  local  govern- 
ment.  This  should  be  a  local  decision,  made  according  to  local 
needs,  financial  resources,  manpower,  etc. 

As  for  financial  incentives,  this  method  of  encouragement  has 
been  attempted  (unsuccessf ullv)  through  state  administrative 
1  oqu  1  -it  ions  !  i  .-.p  iltcnipt  t'j  persuade  lojaL  boards  of  health  to 
h  1  ri   '"viH-L  'ii.   health  'offic-ers.  Wnwr-yer  ,    thi'  amounts  nf  monier- 
offered  are  so  insignificant  dOtz'  per  capita  plus  $500  per  county) 
compared  to  the  total  .jmo<ints  ol  .uoiii.:   ■.-pcni  st.i':'V.  idu  for  iocaJ 
public  health  programs,  it  was  simply  not  worth  it  to  counties  to 
participate.   Additionally,  it  is  simply  unreasonable  to  expect 
that  most  of  Montana's  rural  counties  are  even  able  to  find  a 
full-time  health  officer  without  some  adjustment  in  the  statutory 
requirements  for  a  local  health  officer  (the  law  now  specifies 
that  a  local  health  officer  must  be  an  individual  with  either  a 
medical  degree  or  a  master's  degree  in  public  health). 

Because  these  realities  were  not  considered,  offering  financial 
incentives  to  get  counties  to  hire  full-time  health  officers 
simply  did  not  work.   Unless  more  significant  amounts  of  money 
and  more  reasonable  "strings"  are  tied  to  the  incentives,  there 
is  no  reason  to  believe  that  offering  similar  incentives  for  the 
formation  of  district  health  departments  would  be  any  more 
successful . 

Perhaps  a  more  effective  way  to  convince  rural  counties  of  the 
soundness  of  the  district  health  department  concept  would  be  by 
utilizing  a  proven  success  as  an  example.   The  one  existing 
district  health  department  in  the  state  (headquartered  in  Lewis- 
town)  seems  to  have  the  full  sanction  and  approval  of  the  local 
government  officials  within  its  participating  counties.   If  the 
SDHES  is  committed  to  the  concept  of  statewide  formation  of 
district  health  departments  by  rural  counties,  the  department 
should  make  greater  efforts  to  communicate  the  satisfaction  with 
this  district  department  to  officials  in  other  rural  counties. 

SDHES  Attitude  About  The  Proposal 

The  general  attitude  of  the  SDHES  about  this  proposal  seems  to 
be  somewhat  ambivalent.   Even  some  state  personnel  have  said 
that  changes  are  needed  in  their  policies  concerning  service 
delivery  and  their  relationship  with  local  health  departments, 
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they  also  seem  to  believe  that  this  project  is  proposing  too 
much  change  at  one  time. 

The  SDHES  has,  however,  been  hinting  at  change  in  some  areas  for 
many  years,  but  change  never  comes  about.   As  an  example,  the 
state  department  has,  for  quite  some  time,  been  "thinking  about" 
increasing  the  per  capita  amount  of  monies  it  will  distribute 
from  the  federal  314d  funds  (see  section  on  FINANCING  LOCAL  HEALTH 
DEPARTMENTS)  it  receives  each  year,  but,  in  fact,  the  per  capita 
amount  remains  at  lOjzf  per  capita  under  the  SDHES-devised  formula 
and  there  is,  at  the  writing  of  this  report,  no  concrete  reason 
to  expect  that  the  formula  will  be  increased  in  the  near  future. 

Some  SDHES  personnel  feel  that  the  tone  of  the  overall  recommenda- 
tions is  in  some  way  a  criticism  of  their  capabilities.   Quite  the 
contrary,  the  proposal  is  telling  them  they  should  be  the  experts 
providing  technical  assistance  on  request  of  local  public  health 
personnel;  that  they  shouldn't  spend  their  valuable  time  on  three- 
day  trips  across  the  state  merely  to,  for  instance,  conduct 
routine  inspections;  that  they  should  permit  local  health  depart- 
ments to  provide  the  basic  public  health  programs  and  stay  in 
Helena  so  they'll  be  able  to  answer  questions  from  the  local 
personnel  on  technical  problems  with  which  the  local  employees 
need  assistance. 

The  concerns  of  local  public  health  personnel  about  some  of  the 
policies  of  the  state  department  are  being  expressed  with  ever- 
increasing  urgency  and  the  members  of  the  Local  Health  Officers' 
Association  as  well  are  becoming  more  vocal  proponents  of  change, 
so  it  would  perhaps  be  just  a  matter  of  time  before  some  of  the 
changes  recommended  by  this  project  were  implemented  through 
administrative  decision  even  in  the  absence  of  this  proposal. 
There  is,  in  fact,  very  little  being  proposed  by  this  project 
which  couldn't  be  accomplished  by  changes  in  policy  on  the  part 
of  the  state  department.   Indeed,  some  policy  trends  within  the 
SDHES  in  recent  months  very  similarly  reflect  the  concepts  in- 
volved in  this  proposal. 

So  far  as  is  known,  there  has  been  no  departmental  position  taken 
concerning  the  recommendations  of  this  project,  although,  when 
pressed,  individual  staff  members  of  the  SDHES  have  stated  that 
they  support  the  basic  philosophy  embodied  within  the  proposal. 
Obviously,  the  SDHES  finds  it  difficult  to  support  the  recommenda- 
tion which  involves  the  redistribution  of  the  federal  314d  funds 
(again,  see  section  on  FINANCING  LOCAL  HEALTH  DEPARTMENTS) ,  since 
this  would  mean  a  loss  of  monies  ($87,095)  in  the  department's 
overall  budget. 


74 


The  members  of  the  State  Commission  on  Local  Government,  by  the 
way,  generally  upheld  the  recommendations  which  relate  to  the 
relationship  between  the  SDHES  and  local  health  departments.   No 
substantive  changes  were  made  by  the  commission  members  in  this 
section  of  the  proposed  law. 
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FINANCING  LOCAL  HEALTH  DEPARTMENTS 


Local  public  health  programs  in  Montana  are  currently  inadequately 
funded.   This  is  demonstrated  by  the  fact  that  full-time  health 
departments  are  a  scarcity  in  the  state  and  also  that  in  counties 
which  do  not  have  full-time  health  departments,  the  nurses  and 
sanitarians  cover  large  rural  areas,  usually  by  themselves,  for 
the  most  part  do  not  receive  adequate  wages,  and  are  able  to 
provide  only  fragmented  preventive  and  environmental  health 
services  to  the  residents  of  their  counties. 

Despite  these  circumstances,  the  state  and  federal  governments 
impose  almost  staggering  requirements  on  local  public  health  person- 
nel.  The  federal  government  accomplishes  this  through  the  simple 
expedient  of  passing  laws  with  which  the  states  must  comply.   Since 
the  local  sanitarian  and  public  health  nurse  are  on-the-spot,  the 
actual  furnishing  of  the  services,  in  turn,  becomes  their  responsi- 
bility.  An  example  of  this  is  the  mass  immunization  program  for 
"swine"  flu  for  which  Congress  appropriated  monies  for  just  about 
every  aspect  of  the  project  except  the  effort  of  local  health 
departments . 

On  those  occasions  when  an  appropriation  accompanies  a  new  federal 
program,  it  usually  is  not  designated  for  the  efforts  of  any  specific 
level  of  government,  and  thus  the  money  is  generally  stopped  at  the 
state  level  with  very  little,  if  any,  of  it  trickling  down  to  local 
health  departments.   In  fiscal  year  1975,  for  instance,  the  state 
received  more  than  $1  million  to  fund  the  newly-enacted  "W.I.C." 
nutritional  program;  local  health  departments  received  $26,397  of 
this  amount. 

Most  state  public  health  laws  in  Montana  assign  administration  of 
the  program  to  the  SDHES  (rightly  so,  since  the  state  should  have 
overall  responsibility  for  enforcement  of  public  health  laws) ,  but 
the  state  department  generally  delegates  the  actual  provision  of 
the  services  to  local  health  departments.   In  fact,  the  SDHES  has 
statutory  authority  to  "use  personnel  of  local  departments  of 
health  to  assist  in  the  administration  of  laws  relating  to  public 
health. "^27)   Nothing  is  said,  however,  about  the  state's  responsi- 
bility to  share  costs  incurred  by  local  health  departments  for 
their  efforts.   An  excellent  example  of  this  failure  by  the  SDHES 
to  share  monies  with  local  health  departments  when  the  local 
personnel  have  assisted  with  the  program  is  the  implementation  of 
the  subdivision  plan  review  program  (although  in  fairness  to  the 
Subdivision  Bureau  of  the  SDHES,  it  seems  to  be  one  of  the  very 
few  bureaus  in  the  department  which  does  not  appear  to  be  amply 
funded) .   Local  health  personnel  report  that  they  are  spending  a 
greater  and  greater  portion  of  their  time  reviewing  the  sanitary 
aspects  of  subdivision  plans,  and  are  not  being  reimbursed  for 


(27)  R.c.M.  69-4110  ill] 


77 


their  efforts  by  the  state. 

Many  additional  tasks,  which  are  merely  an  expansion  of  legisla- 
tively authorized  or  mandated  programs,  are  also  assigned  by  the 
state  to  local  public  health  personnel  in  the  administrative 
regulations  developed  by  the  SDHES  to  provide  guidelines  for 
implementing  the  laws. 

Some  state  public  health  laws  assign  programs  directly  to  local 
health  departments,  but  again,  appropriations  are  generally  not 
forthcoming  from  the  state  legislature  to  assist  local  health 
departments  in  defraying  the  costs  of  the  programs. 

A  heartening  legislative  measure  was  enacted  in  1974  (the  "License 
Fee  Rebate  Program"),  however,  which  provided  that  local  health 
departments  would  in  the  future  receive  a  portion  of  the  $20.00 
state  fee  for  sanitary  licenses  for  restaurants,  bars,  hotels, 
etc.,  in  exchange  for  the  services  provided  by  local  sanitarians 
in  inspecting  the  establishments  twice  a  year.   It  appears  that 
the  lion's  share  of  the  fee  will  be  returned  to  local  health  de- 
partments under  this  program  if  it  continues  as  it  is  presently 
administered.   Of  course,  local  sanitarians  have  been  inspecting 
these  establishments  for  years,  but  without  any  financial  contri- 
bution from  the  state  for  their  efforts.   This  program  is  perhaps 
the  beginning  of  a  favorable  trend,  but  up  until  this  time,  unfor- 
tunately, this  sharing  of  revenues  by  the  SDHES  has  not  been  common. 
Generally  when  the  collection  of  fees  is  involved  in  a  program,  the 
law  specifies  that  they  must  go  directly  to  the  state  general  fund. 

The  approximate  amounts  of  monies  which  are  available  to  local 
health  departments  under  this  program  are  shown  in  the  following 
chart. 
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In  order  to  receive  their  portion  of  the  license  fees 
each  local  health  department  will  be  required  to  inspect  the 
licensed  establishments  within  their  jurisdiction  twice  per  year. 
A  few  of  the  above  counties  have  not  obtained  the  services  of  a 
sanitarian,  thus  those  counties  would  receive  nothing. 

Aside  from  the  License  Fee  Rebate  Program,  however,  in  exchanae 
for  the  demands  made  on  local  health  departments  by  the  state 
legislature  and  the  SDHES ,  the  legislature  appropriates  approxi- 
mately 2  cents  per  capita  ($12,500  annually)  as  block  grant  aid 
to  assist  local  health  departments  with  the  basic  public  hi'.ilth 
programs  (defined  here  as  community  health  nursing  and  sanit.iriciii 
services) .   The  SDHES  combines  this  2  cents  per  capita  with 
federal  funds  it  receives  annually  (the  "314d"  monies  appropriated 
under  the  Public  Health  Services  Act,  PL  94-63)  and  distributes 
it  to  local  health  departments  under  a  formula  devised  bv  the 
SDHES  in  the  Montana  Administrative  Code. 

The  federal  government  is  a  bit  more  generous  in  that  the  amount 
of  314d  funds  xt  appropriates  to  Montana  for  "community  health 
services"  totals  $470,400  annually.   This  program  began  in  1967 
and  the  annual  appropriation  to  Montana  has  remained  at  about  the 
same  amount  since  that  year.   Unfortunately,  little  of  this  money 
finds  its  way  into  the  budgets  of  local  health  departments.   A 
mere  $75,510  of  the  314d  funds  was  allocated  by  the  SDHES  to  local 
health  departments  in  fiscal  year  1975.   These  federal  funds,  as 
most  others,  are  allocated  to  the  SDHES  to  utilize  or  distribute 
as  the  department  sees  fit. 

In  addition  to  the  314d  monies,  the  federal  government  contribu- 
tion to  the  total  budget  of  the  SDHES  for  fiscal  year  1976  was  $8.2 
million,  or  69%  of  the  total  ($12.3  million).   Almost  without  excep- 
tion, however,  the  314d  monies  are  the  only  non-categorical  public 
health  monies  received  by  the  State  of  Montana  from  the  federal 
government  -  monies  which  may  be  used  as  block  grant  aid  for  local 
health  departments.   Thus,  the  difference  between  the  $470,400  314d 
funds  and  the  $8.2  million  other  federal  monies  may,  for  the  most 
part,  only  be  spent  for  certain  specified  programs  such  as  family 
planning,  water  pollution,  etc.  (although  the  federal  government 
doesn't  actually  specify  which  level  of  government  may  spend  them). 

The  amount  of  financial  effort  toward  public  health  overall  exerted 
by  each  level  of  government  in  Montana  is  demonstrated  by  the  fol- 
lowing chart.   As  can  be  seen,  the  bulk  of  the  money  spent  for  the 
basic  public  health  programs  conducted  by  local  public  health 
personnel  is  local  dollars. 
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AMOUNTS  CONTRIBUTED  TO  LOCAL  HEALTH  DEPARTMENTS 
BY  VARIOUS  SOURCES  -  FISCAL  YEAR  1975 


Percent 

Amount 

of  Total 

d 

$    75,510 

3% 

$2,000,622 

76% 

$   259,559 

10% 

$   300,194 

11% 

TOTALS 

$2,635,885 

100% 

State  and  Federal  Combined 

County 

Municipalities 

School  Districts 


There  are,  of  course,  additional  public  health  monies  allocated 
to  local  governments  by  the  SDHES ,  but  they  are  all  categorical 
in  nature  and  thus  may  not  be  used  for  the  basic  public  health 
programs.   In  some  cases,  these  funds  do  not  even  go  into  the 
budgets  of  local  health  departments,  but  rather  are  allocated  to 
other  local  government  agencies  which  then  provide  the  appropriate 
services.   These  monies,  which  include  the  314d  funds,  represented 
but  12%  of  the  total  budget  of  the  SDHES  for  fiscal  year  1975. 
The  chart  attempts  to  demonstrate  the  contrast  between  amounts 
expended  to  local  governments  and  amounts  either  budgeted  by  or 
available  to  the  SDHES  for  the  various  programs. 

MONIES  SHARED  WITH  LOCAL  GOVERNMENTS  BY  SDHES  -  FY  19  75 

Amount    Amount  Budgeted  by 
Expended    SDHES  for  Program 

"Aid  to  Local  Health 

Departments"  (314d)  $  75,510  $  105,000 

Flathead  County  Dental  Project  $  6,000  $  12,000 

Family  Planning  $  55,565  $  711,572 

WIC  Nutritional  Program  $  26,397  $1,075,300 

Helena  Children  &  Youth  Project  $  312,050  $  312,050 

Emergency  Medical  Services  $  66,000  $  100,000 

Alcoholism  Services*  $  95,693  $  900,000 

Air  Quality  -  Aid  to  Cities  $  72,633  $  72,633 

Junk  Vehicle  Disposal  $  494,340  $  900,000 

TOTALS   $1,204,188       $4,188,555 

*As  of  7/1/75  this  program  transferred  to  the  Department  of 
Institutions . 


As  stated  earlier,  the  state  funds  ($12,500  per  annum)  and  the 
federal  funds  ($470,400  received  by  Montana,  but  only  $105,000 
budgeted  for  fiscal  year  1975)  for  block  grants  to  local  health 
departments  are  combined  and  allocated  under  a  SDHES-devised 

81 


formula  of  10  cents  per  capita,  plus  $5,000  for  health  departments 
with  a  full-time  health  officer  and  $500  for  all  other  (read  that 
"rural")  health  departments.   The  resulting  amounts  to  each  county 
are  illustrated  in  the  following  chart: 


'AID  TO  LOCAL  HEALTH  DEPARTMENTS"  PROGRAM 


County 

Beaverhead 

Big  Horn 

Blaine 

Broadwater 

Carbon 

Carter 

Cascade 

Chouteau 

Custer 

Daniels 

Dawson 

Deer  Lodge 

Fallon 

Fergus 

Flathead 

Gallatin 

Garfield 

Glacier 

Golden  Valley 

Granite 

Hill 

Jefferson 

Judith  Basin 

Lake 

Lewis  &  Clark 

Liberty 

Lincoln 

Madison 

McCone 

Meagher 


Bijdgeted 
FY  '75 

$  1,318 
$  1,506 


$    753 
$  1,208 

$  22,060 


1,717 
808 

2,065 

905 

1,761 


$  3,751 


593 
774 


1,024 
767 


$  8,328 


2,306 
1,002 


Expended 
FY  '75 

$  1,047 
$    757 


864 
989 


$  22,060 


1,040 
1,019 

1,335 

1,040 

863 


$  3,697 


862 
1,335 

864 
862 


$  7,965 


2,133 
1,047 

266 


County 

Mineral 

Missoula 

Musselshell 

Park 

Petroleum 

Phillips 

Pondera 

Powder  River 

Powell 

Prairie 

Ravalli 

Richland 

Roosevelt 

Rosebud 

Sanders 

Sheridan 

Silver  Bow 

Stillwater 

Sweet  Grass 

Teton 

Toole 

Treasure 

Valley 

Wheatland 

Wi±)aux 

Yellowstone 

"Others" 

Unspecified 

TOTALS 


Budgeted 
FY   '75 

$         796 
$   10,826 


$  568 

$     1,039 


$  787 

$      1,166 

$     1,941 


$     1,537 
$     1,103 


1,078 

9,198 

963 

798 

1,112 

607 

1,647 

753 


$  13,376 
$      3,059 


$105,000 


Expended 
F\-   '75 


266 

862 

1,014 

1,041 
1,335 


1,019 
757 


$      1,020 


989 

266 

1,015 

757 

1,644 

862 


$   11,940 
$  678 

$   75,510 


The    reason    for   the   disparity   between    funds   budgeted   and    funds   expen- 
ded   is    that    the    SDHES    apparently    decided    that    some    local    health 
departments    had   not   complied  with   the    administrative    regulations 
the    department    has    developed    to   govern    the    allocation    of    these 
monies.       The    administrative    rraulations    contain    such   provisions    as 
the    previously   mentioned    formula    for    allocation    of    the   monies, 
and    also    a   provision    that    those    boards    of    health    employing    full- 
time    health   officers   will    be    first    in    "order    of    preference" ( 28 ) 
for    allocation    of    the   money.       Merit    System    requirements    concerning 


(28)    Montana    Adniin  istra  ti\/e    Cl 


b'  r, 
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qualifications  of  and  salaries  paid  to  local  public  health  person- 
nel liavo  also  been  factors  in  the  past  as  to  whether  or  not  a 
county  receives  the  block  grant  aid  funds. 

Both  of  the  above  provisions  within  the  administrative  reguJations 
reflect  an  outright  discrimination  against  Montana's  rural  health 
departments.   It  is  unreasonable  to  think  that  Montana's  rural 
counties  have  the  same  opportunities  to  employ  full-time  health 
officers  (particularly  physician  health  officers)  as  the  urban 
areas  do.   The  five  health  departments  which  employ  health 
officers  full-time  do,  admittedly,  serve  44%  of  the  state's 
population,  however,  what  rural  health  departments  lack  in 
clientele,  they  more  than  make  up  for  in  square  mileage,  and 
because  of  this  factor  should  not  be  the  victims  of  a  discrimina- 
tory formula  for  allocation  of  funds. 

The  SDHES  formula  was  devised  in  this  manner  apparently  with  the 
intent  of  providing  "incentives"  for  rural  counties  to  combine 
and  form  district  health  departments  (which,  for  some  reason, 
would  presumably  have  a  better  chance  of  finding  a  full-time 
health  officer).   However,  if  a  quality  public  health  program 
is  nrovided,  it  should  not  matter  to  the  SDHES  whether  a  partic- 
ular departmental  .st-ructure  is  utilised  or  not.   Rather  it  would 
st^eni  the  qua.l  i  ty  of  th^  personnel,  adequacy  of  Llie  program  and 
wlietnet  oj-  not  federal  merit  system  requirements  are  met  should 
tie  tiio  only  critori.a  for  participation. 

The  314d  funds,  by  the  way,  were  first  appropriated  to  the  states 
by  the  federal  government  in  1967.   It  is  interesting  to  note 
that  the  amount  allocated  to  local  health  departments  in  Montana 
in  1969  ($79, 628)  (29)  was  greater  than  the  amount  allocated  in 
fiscal  year  1975.   It  would  seem  that  we  are  going  backwards  on 
this  program  at  least. 

The  difference  of  $365,400  between  the  $105,000  budgeted  for 
this  program  and  the  total  appropriation  to  Montana  of  $470,400 
is  spent  for  salaries  of  SDHES  personnel.   It  is  not  known 
(oven  by  the  SDHES)  exactly  which  employees  are  funded  with  this 
money,  but  it  is  distributed  among  the  following  programs: 


(29) 


PRELIMINARY  REPORT  ON  HEALTH  f.  ENVIRONMENTAL  SCIENCES, 
Executive  Reorganization  Commission,  1970 


BREAKDOWN  OF  EXPENDITURE  OF  314d  FUNDS 
FISCAL  YEAR  1975 


Aid  to  Local  Health  Departments  (expended)         $  75,509 

Personal  Health:  $151,321 

TB,  Chronic  Illness,  Communicable  Disease 

State  Laboratory:  $114,317 

General  and  Medical  Microbiology  and 
Environmental  Chemistry 

Environmental  Health:  $  90,593 

General  Sanitation  and 
Occupational  Health 

General  Administrative  Services  $  38,660 

TOTAL      $470,400 

The  federal  law  appropriating  the  314d  funds  to  Montana  contains 
a  provision  which  states  that  70%  of  the  total  appropriation  to 
any  state  "shall  be  available  only  for  the  provision  of  services 
in  communities  of  the  State. "(30)   The  $75,510  amount  represents 
but  16%  of  the  total  appropriation  to  the  state  of  Montana.   Addi- 
tionally, the  federal  regulations,  developed  to  provide  guidelines 
for  expenditure  of  these  monies  by  the  states,  contain  similar 
language  -  that  70%  of  them  must  be  spent  on  "...all  eligible 
activities. . .which. . .are  directly  involved  in  the  provision  of 
services  to  people;"  "...in  the  training  of  personnel  for  com- 
munity services. .." (no  such  programs  exist  in  Montana);  and 
"...in  the  prevention  or  alleviation  of  health... or  environmental 
health  problems  in  communities. ..." '31 ) 

In  discussing  this  particular  issue  with  representatives  of  the 
SDHES,  one  finds  that  the  department  believes,  on  the  one  hand, 
that  it  is,  in  fact,  spending  these  federal  funds  on  "services 
in  communities  of  the  State"  by  paying  employees  who  perform 
functions  which  the  department  believes  can  be  justifiably  de- 
scribed as  local  services  (although  the  department  is  unable 
to  determine  which  of  its  employees  are  paid  with  these  monies) . 
On  the  other  hand,  personnel  of  the  department  have  consistently 
stated  that  their  involvement  in  the  provision  of  direct  services 
in  the  communities  is  minimal  -  this  in  connection  with  another 
recommendation  of  this  study  that  the  department  turn  over  to 
local  health  personnel  the  provision  of  most,  if  not  all,  direct 


(30)  Public  Law  94-63,  Section  102 

(31)  Department  of  Health,  Education  &  Welfare  Regulations, 
Section  51.106a,  dated  July  1,  1968 
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and/or  duplicative  services. 

In  any  event,  in  the  belief  that  the  congressional  intent  in 
developing  the  language  of  the  federal  law  was  that  at  least 
70%  (or  $329,280)  of  the  314d  monies  should  be  spent  in  the 
communities  of  the  state  (the  language  "in  communities"  can  be 
found  throughout  the  wording  of  both  the  law  and  the  regulations) ; 
that  local  health  departments  are  in  a  far  better  position  to 
implement  this  language;  and  that  the  programs  conducted  by  the 
SDHES  with  the  314d  funds  as  outlined  in  the  chart  on  page  84  do 
not  necessarily  fit   this  description;  the  proposal  relating  to 
the  federal  314d  funds  (or  any  other  non-categorical  funds  which 
the  SDHES  is  in  a  position  to  distribute  to  local  health  depart- 
ments) is  that  70%  of  them  should  be  allocated  to  local  health 
departments  which  do,  in  fact,  provide  their  services  in  communi- 
ties of  the  state. 

Therefore  it  is  proposed  that  the  formula  for  allocation  of  the 
federal  monies  be  increased  to  45  cents  per  capita,  with  no  dis- 
criminatory lump  sum  amounts  to  local  health  departments  no  matter 
what  their  description.   The  minimum  amount  to  any  county  under 
the  proposed  allocation  scheme  would  be  $800  (this  would  benefit 
the  five  smallest  counties) ,  and  the  proposed  law  would  specify 
that  no  conditions  other  than  those  contained  in  the  proposed 

law  itself  could  be  imposed  on  local  health  departments  in 
exchange  for  receiving  the  314d  funds  (and  the  state  funds  which 
are  discussed  next) .   This  proposal  would  bring  the  total  alloca- 
tion to  local  health  departments  up  to  $332,095,  or  70.5%  of  the 
total  appropriation  to  Montana  from  the  federal  government. 

There  has  been  a  good  deal  of  controversy  nationwide  about  this 
program  and  the  manner  in  which  state  health  departments  in  other 
states  expend  the  funds.   Judging  from  discussions  in  national 
publications,  the  situation  elsewhere  is  similar  to  that  in  Mon- 
tana, in  that  most  state  health  departments  retain  the  majority 
of  the  funds  to  expend  on  state  services,  with  a  very  small 
amount  of  the  money  being  allocated  to  local  health  departments. 
As  in  Montana,  state  health  department  personnel  in  other  states 
believe  the  money  belongs  to  them  to  spend  as  they  see  fit;  county 
officials  and  local  health  officers  (and,  by  the  way,  the  National 
Association  of  Counties)  believe  the  intent  was  that  at  least  70% 
of  the  funds  should  "pass-through"  the  state  level  and  be  distri- 
buted among  local  health  departments.   The  following  chart,  using 
responses  from  this  project's  survey  of  some  other  states,  reflects 
the  varying  methods  utilized  elsewhere  of  distributing  the  314d 
funds : 
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Amount  Allocated 
to  Local  Health 
State  Departinents 

Iowa  65% 

Kansas  NONE 

MONTANA  16% 

North  Dakota  30% 

Oregon  10% 

Utah  70% 

As  can  be  seen,  Utah  is  the  only  state  which  appears  to  agree  that 
local  health  departments  are  in  the  best  position  to  provide  ser- 
vices "in  communities  of  the  State."   Montana's  allocations  to 
local  health  departments  is  higher  than  two  other  states  but  also 
considerably  lower  than  three  others. 

While  the  general  philosophy  expressed  by  this  recommendation  is 
that  local  health  departments  are  better  able  than  the  SDHES  to 
provide  direct  public  health  services,  there  is  one  service  pro- 
vided by  the  SDHES  which  is  funded  with  the  314d  monies  and  which 
provides  a  service  vital  to  the  function  of  local  health  depart- 
ments.  The  state  laboratory  utilized  approximately  $140,000  of 
the  314d  funds  during  fiscal  year  1976,  and  although  the  labora- 
tory's services  certainly  couldn't  be  described  as  "services  in 
communities  of  the  State,"  they  are  essential  supportive  services 
which  local  health  departments  couldn't,  because  of  the  consider- 
able expense  involved,  be  reasonably  expected  to  provide  for  them- 
selves. 

The  state  laboratory  provides  testing  without  charge  for  a  wide 
range  of  programs  conducted  by  local  health  departments  including 
testing  for  communicable  diseases;  the  quality  of  community 
drinking  water  supplies;  purity  of  foods,  etc.   It  could  be 
budgetary  disaster  for  local  health  departments  if  they  were  re- 
quired to  pay  for  these  services. 

Therefore,  it  is  being  proposed  that  the  state  legislature  replace 
this  $140,000  in  the  budget  of  the  state  laboratory  for  the  next 
two  fiscal  years. 

See  the  section  on  STATE  LABORATORY  SERVICES  for  further  comments 
about  the  relationship  between  the  state  laboratory  and  local 
health  departments. 

As  demonstrated  in  the  following  chart,  the  entire  proposal  relating 
to  the  314d  monies  would  result  in  a  loss  to  the  SDHES  of  a  total  of 
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$87,095.   There  has  been  a  good  deal  of  discussion  about  the  amount 
of  money  and  personnel  the  SDHES  would  lose  if  this  recommendation 
wore  adopted  by  the  legislature,  ranging  upwards  of  $300,000  and 
20  employees,  but  the  mathematics  and  the  facts  in  the  following 
chart  have  been  checked  and  re-checked  and  are  accurate. 
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AMOUNT  OF  314d  MONIES  CURRENTLY  RETAINED  BY  THE  SDHES 


Total  appropriation  to  Montana  by  federal  government  $470,400 

Amount  budgeted  by  SDHES  for  block  grants  to  local 

health  departments  (fiscal  year  1975)  -105,000 

Amount  retained  by  SDHES  $365,400 


AMOUNT  OF  314d  MONIES  TO  BE  RETAINED  BY  THE  SDHES  UNDER  PROPOSAL 


Total  Appropriation  to  Montana  $470,400 

Amount  to  be  expended  to  local  health  departments 

under  proposal  -332 , 095 

Amount  of  314d  monies  to  be  retained  by  SDHES  $138,305 

Amount  being  requested  of  legislature  to  replace 

314d  monies  in  state  laboratory  budget  +140 , 000 

Total  amount  to  be  retained  by  SDHES  under  proposal  $278,305 


DIFFERENCE 

Amount  of  314d  monies  retained  currently  by  SDHES  $365,400 

Amount  under  proposal  (314d  monies  plus  supplemental 

appropriation  for  state  laboratory)  -278,305 

Difference  $  87,095  (les 


Although  $87,095  is  not  significant  when  contrasted  with  the  total 
budget  of  the  SDHES,  no  one  can  deny  that  it  will  do  some  damage 
to  the  state  department.   However,  the  general  philosophy  expressed 
by  the  overall  proposal  is  that,  if  local  health  departments  are 
upgraded  -  financially  and  otherwise  -  they  should  be  able  to  take 
at  least  $87,095  worth  of  work  off  the  shoulders  of  the  SDHES. 
Additionally,  if  the  SDHES  delegates  most  or  all  programs  involving 
direct  services  to  local  public  health  personnel,  it  could  be  very 
beneficial  to  the  state  department  in  terms  of  saving  money  on  its 
travel  budget,  which  in  fiscal  year  1975  totaled  in  excess  of  $J17,00U, 

Another  recommendation  of  this  study  relating  to  financing  concerns 
state  money.   The  $12,500,  or  2  cents  per  capita,  which  the  legis- 
lature currently  appropriates  each  year  for  block  grants  to  local 
health  departments  is  pathetically  inadequate  considering  the  ever- 
increasing  demands  state  government  makes  on  local  health  depart- 
ments -  both  through  the  legislative  process  and  the  delegation  of 
programs  by  the  SDHES. 

Without  even  considering  demands  which  might  be  made  in  the  future, 
current  law  mandates,  de  facto,  that  certain  specified  functions  be 
assigned  to  local  public  health  personnel.   Even  though  the  law 
does  not  specifically  require  that  a  nurse  or  sanitarian  be  hired 
by  the  counties,  nobody  seriously  believes  that  a  local  health 
officer  will,  by  himself,  make  sanitary  inspections  of  restaurants, 
for  example,  or  conduct  mass  screening  clinics  at  the  schools. 

Additionally,  by  mandating  certain  functions  in  one  section  of  the 
law  (e.g.,  sanitary  inspections)  which  another  section  of  the  law 
(the  sanitarian's  licensure  law)  specifies  may  only  be  performed 
by  a  certain  individual,  the  state  has,  in  fact,  mandated  that 
these  certain  individuals  be  hired  to  perform  these  functions. 

Therefore,  a  component  financial  recommendation  is  that  the  legis- 
lature be  requested  to  appropriate  an  amount  equal  to  $1.00  per 
capita  per  annum  to  be  combined  with  the  federal  funds  and  used 
as  block  grant  aid  for  local  health  departments,  with  a  minimum 
amount  to  any  one  county  of  $1,000  annually  (benefiting     two 
counties).   This  would  involve  a  total  of  approximately  $735,000 
of  state  money  (using  the  1974  estimated  population  figures) ,  and 
would  bring  the  total  per  capita  contribution  of  state  and  federal 
monies  for  block  grants  to  local  health  departments  up  to  $1.45 
per  capita. 

Again,  there  is  a  varying  pattern  in  other  states  relating  to 
financial  assistance  granted  by  the  state  to  local  health  depart- 
ments.  Five  of  the  eight  state  health  department  directors  re- 
sponding to  this  project's  survey  of  other  states  indicated  that 
no  state  funds  were  contributed  to  the  budgets  of  local  health 
departments  (however,  state  health  departments  in  some  other 
states  both  administer  and  provide  local  services,  thus  the 
question  would  not  be  pertinent  in  that  situation) .   Colorado 
responded  by  indicating  that  94  cents  per  capita  is  given  in 
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block  grant  aid  to  local  health  departments;  Utah's  contribution 
is  approximately  90  cents  per  capita. 

The  Michigan  legislature  was  this  year  deliberating  a  new  public 
health  code  which,  in  part,  provided  that  the  state  contribution 
would  eventually  reach  50%  of  the  budgets  of  local  health  depart- 
ments.  This  contrasts  with  the  3%  state  and  federal  combined 
monies  in  Montana  as  shown  in  the  chart  on  page  81  of  this  section. 

As  a  comparison  with  another  cooperatively  administered  and  financed 
program  in  Montana,  the  ratio  of  state  to  local  funding  of  mental 
health  services  in  Montana  currently  ranges  somewhere  around  50%. 
The  Montana  Mental  Health  Advisory  Council  is  deliberating  a  pro- 
posed increase  in  the  state  contribution  to  bring  it  up  to  either 
65%  or  90%  depending  on  what  their  final  recommendation  will  be. 
Even  with  these  advantages,  mental  health  center  personnel  are 
said  to  be  very  envious  of  the  level  of  state  funding  of  programs 
for  the  developmentally  disabled.   They  would  probably  revolt  if 
it  were  suggested  that  state  funding  be  reduced  to  3%. 

The  following  chart  demonstrates  the  amounts  of  money  which, 
county-by-county,  would  be  available  from  both  the  state  and 
federal  sources  if  both  proposals  (state  and  federal  funds)  are 
adopted. 


90 


in  o 

in 

o 

in 

o  in  in 

o 

o 

in 

in 

in 

in 

in 

o  in  o  o  in  o 

o 

o  o 

in  o  in 

•^  CM 

\a 

<Ti 

in 

o  r-  .H 

o^ 

ro 

in 

in 

in 

(M 

vc 

iH  00  rf  'a'  a^  CX5 

m 

o  ir 

fM  o  ro 

O  (N 

ro 

O 

<N 

00  a^  (^ 

r-l 

r-- 

r~ 

CTi 

m 

CM 

rH 

CO  VD  VD  in  •>*  <N 

00 

O  00 

WD  cN  r^ 

00  in 

fM 

U3 

r^ 

.H  r~  <ri 

CO 

o 

CN 

in 

"3" 

in 

rH 

iH  r~-  CN  r~  •^  CTN 

r~- 

(N  00 

ro  (N   Vi5 

en 

rH 

.-( 

(N 

rH 

iH 

M 

<-\            V£) 

rH 

ro 

iH 

to^  to- 1/> 

v>  v> 

<A 

<jy 

<n 

tn-  to-  </> 

</> 

v> 

V>- 

i/> 

co- 

<A 

<A 

to-  <A  </>  <y>  CO-  co- 

co- 

to-  to- 

inoinoinoininooinmLn 

in  in  o  in  o 

o  in  o  o  o  o 

in 

o  in 

in 

T(N>x><TiLnor-iHcTiooLninin 

CN   ^   rH   00   T 

^  en  CO  ro  o  in 

CN 

O  00 

o> 

cn<X)»X)Ooroco'3"00>roooo'3" 

r-  T  in  ro  T 

ro  ro  00  ^  00  00 

rH 

00  >* 

o 

rHOOrHin        CNro        ro        00"^ 

^  ro  ro  cNj  CTN 

(N  1— t  CM  oo         in 

iH 

<N 

CM 

rvj 

rH 

•^ 

ro 

ro 

to-to-to-to-to-to-to-to-to-to-to-to-to^ 

tO-tO-  CO-  to-  to- 

CO-  to-  to-  c/>  CO-  co- 

CO- 

CO-  t/> 

to- 

o 

o 

o 

oooooooooooo 

o 

o 

o 

o  o 

o 

o 

o  o  o 

O  O 

o 

o 

o 

oooooooooooo 

o 

o 

o 

o  o 

o 

o 

o  o  o 

O  O 

rH 

<D 

r- 

(Na\oinr-rM'«T<TicricTiinr- 

00 

OO 

ONJ 

(NJ    rH 

■^ 

•<* 

r\i  o  in 

■<*  OO 

(N 

ro 

00 

■^rHrHinvDfMr-rHr-cr>or~- 

rH                                                              rH              rH 

r^ 

in 

OO 

in  00 

>^ 

in 

rH    OO    OJ 

rH 

rH    -* 

to- 

uy 

</> 

co-to-to^to-to-tocn-cn-t/vco-co-co- 

{/> 

u> 

co^ 

CO-  co^ 

co^ 

c/> 

CO^  CO^  <A 

</>  V> 

rH 

en 

<u 

rH 

> 

5  Sh  tn 

c 

0 

e        -H 

+j                  0  QJ  tc 

T3         0 

(fl    4:; 

:3  en       QC 

73  r-H               C  PQ  -P    5h 

Q)         C        -P 

>-l    rH    r-H     m 

0)    CL  (0 

<D-HC(Dl3inn3         (tiU 

>H        03        cn 

>i 

0)     (TJ      3    rH 

rH  -H    V-i    i-i  rH 

•H,H(O>0JH'r5SH5 

3     >irH     X     3 

-P 

x:  M  0  0) 

0  rH    0)    0)  iH 

(HrHrH      (1)X1     (1)-H      (DrH+J 

c 

QJ 

W    0)   -P    13    0 

h-l 

C 

en  0)  in  ui 

^; 

Sh  .H  T3  tJ    OJ 

•Ha3x;!na)'asH>rHa) 

0 

rH 

flJ    r — 1     (T3     flJ    rH 

< 

3 

(C   C  tn  (0 

J-4 

-P  -H    C    3    S 

(0>uo(nc:a)rH-HiD 

•p 

0 

CD    iH     0)    ^    rH 

H 

n 

(U  -H  -H   3 

m 

0)  x;  0  0  0 

>Hro-HOOfax:-H+J5 

0) 

C) 

>H    tT3  X:  -H    0) 

C) 

u 

sssscuo^oia^c^a, 

(xaaccKcoc/^wcoa) 

E-i  Eh  Eh  >  &  IS  >< 

H 

inLnoinLnininoLnoLninLnLnoooooinininininoinoinin 
oocNv£irHinLnoooooo'3"0(TiLnor~ooooorHvoorHrHOooinrHin 
orMoocn^r-~fMr\ioo>x)ooooixir-~r^rM"=rLnoocnvoo<T\(Nrs)roiX)<T^m 

rs)tncr\oorH<NrM(Tir--'^inrHLnoorH<NCNisDrHooLnooo^<NooM*oooo 

.HrH  rH  fN  rH  rH(M  rHlXlUO  rH  (NrH  f^Jin  CN 

r— I 

co^to^to-c/>to-to-c/>to-t/>to-to-to-t/>to-to-to-to-t/>to-to-to-to-to-c/>c/>c/></>t/>t/}- 


Q 

W 

•K 

CO 

0) 

0 

-p 

Oj 

(C 

C) 

-p 

« 

en 

CL, 

LninoinLnLnLnoinouninininoooooinLninininoinoinin 
oo(NMDrHLninooooro'*o<Tiinor~-oof^orHvDOrHrHoromrHin 
t~-r-ocNLnoocTiooinTcrir-r~<xDrHCMoor— icocMCTirHrMLncMO>^<NVD 

oo'^oorHoo       r^cNiinrH'S*>.DrHincri>>D       in       rHr-rorHr~-vDrHr~~rHCN 

00  rH    rH  rH 

co-co-co-co-cn-co-co-c/>co-co-co-co-to-to-co-to-to-to-t/>-to-c/>co-co-co-co-co-to-t/>to- 


00000000000000000000000000000 
00000000000000000000000000000 
oolnoo^-a^c3^oo■^oo^^Jo^rHo^o^uDovDTor~^-c3^r^^-ocoo^^o^ 

ooovDCNr~rH'*MDrMoooinoorvjcM\£)rHrHrHr\ir~->^cNi>X5>X)CMr~CMin 

tH  OOrHrHrHrH'^OOrH  rH  rHOOH 

to-to-co-co-co-to-to-to-to-co-to-to-to-to-co-to-to-cAco-co-co-to-co-co-co-co-co-co-co- 


>1 

•p 

c 

>1 

3 

-p 

0 

c 

u 

D 

0 

u 

c; 

0) 

Ci. 

M 

a; 

0 

Ci 

Q) 

C 

>H 

rH 

•H 

fl 

E 

F 

Tl 

U 

(1) 

rH 

en 

H 

13 

1 

(0 

Q) 

cn 

ftj 

c  m 

u 

E 

F 

0) 

C         -P 

3 

T! 

'n    C  'O 

> 

0  « 

■rH 

■H 

x: 

>H           fl 

fii 

m 

en 

0 

ro    -H    rH 

Sh 

cu 

en 

■^   >i  c   c 

c 

r; 

iH 

0    0)    5    C 

U 

T) 

0) 

M 

H 

c  a  C 

en    (U   -P    (U 

(U    C 

-p 

^  x: 

-P  H    0 

01 

•r-l 

-rH 

(U 

X   C  'C   0 

0) 

m 

-p 

(1) 

fl) 

0        0 

D  x:   fO  -H 

•H    (U 

■H 

eu  -p 

en  Sh  0  en 

c 

-r 

V 

> 

•H     (TJ   XI 

-p 

ri 

T 

-P 

-rH 

en    >H  H 

tji  +J   H  IW 

U  13 

c 

H 

IH   -H 

0) 

•H    0)    U  -H 

0 

(0 

Cn  (0  0  >H 

u 

(n 

0 

tn 

C 

3   eu  H 

Sh    rd  H    S-i 

(0  H 

n3 

rH 

MH  -c 

X 

3  XI   C  ^3 

u 

(1) 

■  H   H     iH    fO 

m 

m 

r. 

T 

m 

(13    (D    (U 

0)  rH    fC    n3 

H    0 

J-i 

•H 

(D    3 

a 

<D  -H  -H    (0 

0 

-K 

-ti 

PQ 

CQ  CQ  CQ  U 

u 

u 

u 

u 

Q 

P    Q    P-r 

pL,    Cl-r    0    0 

0  0 

0 

K 

^-0  1-^ 

K-l 

tJ  ^J  ^J  S 

s 

■t" 

If  the  two  proposals  relating  to  the  federal  and  state  monies  are 
adopted,  percentages  contributed  by  the  various  sources  would 
change  considerably  from  those  shown  in  the  chart  on  page  81. 
The  next  chart  shows  what  percentages  would  be  contributed  for  the 
basic  public  health  programs  by  the  various  levels  of  government 
participating: 


AMOUNTS  TO  BE  CONTRIBUTED  TO  LOCAL  HEALTH 
DEPARTMENTS  BY  VARIOUS  SOURCES  UNDER  PROPOSAL 

Percent 
Amount  of  Total 

State  $    735,300  20% 

Federal  $    332,095  9% 

*County  $  2,000,622  55% 

♦Municipalities  $    259,559  7% 


*School  Districts        $    300,194 


Total  $  3,627,770  99% 

♦Presuming  the  same  amounts  are  contributed  in  the 
future  as  those  contributed  in  fiscal  year  1975. 

It  is  the  stated  philopsophy  of  the  SDHES  that  state  and  federal 
monies  contributed  to  local  health  departments  should  never  exceed 
50%  of  the  total  budget  of  any  local  health  department.   It  would 
appear  that  there  is  little  danger  of  this  occurring  for  many  years 
when,  as  this  chart  demonstrates,  even  with  increased  state  and 
federal  contributions  in  excess  or  $1  million,  these  two  levels  of 
government  are  only  contributing  29%  of  the  total. 

One  additional  proposal  of  this  project  which  involved  requesting 
an  appropriation  of  the  state  legislature  was  that  monies  be 
allocated  for  the  expansion  or  development  of  home  health  care 
programs  in  Montana,  with  particular  emphasis  on  the  unserved 
rural  areas  of  the  state.   There  are  presently  no  (and  never 
have  been)  state  monies  allocated  specifically  for  these  programs, 
but  in  areas  where  they  exist,  in  Montana  and  elsewhere  in  the 
nation,  they  are  becoming  increasingly  popular,  they  are  saving 
taxpayers  and  private  patients  thousands  (perhaps  millions)  of 
dollars  per  year,  and  more  and  more  people  are  requesting  the 
services  -  so  many  more  people,  in  fact,  that  the  existing  pro- 
grams cannot  meet  the  demand. 

Unfortunately,  however,  the  members  of  the  State  Commission  on 
Local  Government  did  not  adopt  this  recommendation.   See  the  sec- 
tion on  HOME  HEALTH  CARE  SERVICES  for  more  details  about  this 
recommendation.   The  members  of  the  State  Commission  adopted  all 
other  financial  recommendations  of  this  proposal,  however,  with 
some  alterations  in  the  recommendations  which  will  be  noted. 

92 


Thero  are  thret-  oLher  recommendations  within  the  financial  pro- 
posals of  this  project  which  have  the  potential  of  accruing 
significant  sums  of  money  to  local  health  departments.   Although 
it  is  impossible  to  estimate  the  amounts  which  might  at  some 
future  time  be  available  as  a  result  of  these  recommendations, 
it  is  possible  that,  if  the  cooperation  of  the  SDHES  is  100%, 
they  could  be  significant  enough  that  local  health  departments 
might  someday  no  longer  require  a  state  appropriation  to  assist 
with  the  funding  of  their  basic  public  health  programs. 

These  three  proposals  are  that  the  SDHES:   1.  share  whatever  funds 
are  available  to  it  for  the  provision  of  programs  for  which  they 
utilize  personnel  of  local  health  departments;  2.  that  all  programs 
(and  accompanying  monies)  which  involve  the  provision  of  direct 
services  be  turned  over  to  local  health  departments  to  provide;  and 
3.  that  all  fees  be  shared  by  the  SDHFS  with  local  health  depart- 
ments if  personnel  of  l">cal  departmer  i  s  assist  with  the  programs 
f-^om  which  the  foes  resulted. 

There  is  no  doubt  that  much  of  the  total  budget  of  the  SDHES  is 
utilized  for  services  and  programs  only  the  department  can  provide. 
These  would  include  such  things  as  specialized  services  (an  epidem- 
iologist, etc.);  services  too  costly  for  local  health  departments 
to  provide  (laboratory  services,  etc.);  and  services  which  are 
and  should  remain  statewide  in  scope  (air  pollution,  central 
recording  of  vital  statistics,  etc.).   However,  there  are  many 
more  thousands  (or  millions)  of  dollars  which  are  utilized  by 
the  SDHES  to  provide  services  which  could  just  as  well  (and 
probably  more  economically)  be  provided  by  local  public  health 
personnel.   The  first  two  recommendations  above  are  aimed  at 
this  segment  ot  the  total  program  of  the  SDHES. 

The  following  chart  demonstrates  the  amounts  of  money  available 
for  the  two  fiscal  years  just  passed  for  the  various  bureaus 
within  the  SDHES.   It  is  possible  that  much  of  this  money  could 
be  shared  with  local  health  departments. 
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SDHES  BUREAU  BUDGETS 


Fiscal  Year  Fiscal  Year 

1975  1976 


Centralized  Services  Division  $    616,011 

(Administration) 

Health  Education  Bureau  $     87,262 

Nursing  Bureau  $    259,167 

Records  &  Statistics  Bureau  $    140,310 

Dental  Health  Bureau  $     73,000 

Maternal  &  Child  Health  Bureau  $  3,175,822 

Preventive  Health  Services  Bureau  $    365,270 
Health  Planning  &  Resource 

Development  Division  $    495,895 

Emergency  Medical  Services  Bureau  $    311,855 
(Medical  Facilities)  Licensing 

&  Certification  Bureau  $    393,612 

Alcoholism  Services  $  1,011,853 
Environmental  Sciences  Division 

(for  Environmental  Impact 

Statements)  $     30,800 

Air  Quality  Bureau  $    548,023 

Food  &  Consumer  Safety  Bureau  $    219,149 

Occupational  Health  Bureau  $     70,642 

Solid  Waste  Management  Bureau  $  1,088,900 

Water  Quality  Bureau  $    669,958 

Laboratory  Division  $    328,592 

Public  Information  Unit  

Legal  Division  

Subdivision  Bureau  

TOTALS  $  9,886,121  $12,421,689** 

♦Approximate  amount  per  bureau  chief.   Program  transferred  to  Depart- 
ment of  Institutions  effective  July  1,  1975. 

**Less  $600,000  for  Alcoholism  Services. 
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Aside  ftoiri  the  question  of  >vh'  :h  is  trie  most  appropriate  level  of 
government  to  provide  direct  public  health  services,  is  the  simple 
mathematical  issue  of  the  ratio  of  personnel  to  amounts  of  monies 
available  for  the  total  public  health  effort  in  the  state.   The 
SDHES  has  approximately  290  employees  and  over  $12  million  to 
spend.   The  combined  personnel  (health  officers,  public  health 
nurses  and  local  sanitarians)  of  all  local  health  departments 
total?  ever  300  and  they  have  approxiin^jtely  $2.5  -nillion  to 
-^ppD'i.   T'iis  imbalance  could  be  corrP'-;ted  through  a  sharing  of 
SDHES  monies  as  recommend ->d  by  this  proposal. 

The  involvement  of  iocai  public  health  personnel  in  helping  to 
administer  state  programs  which  involve  the  collection  of  a  fee 
(for  permits,  licenses,  etc.)   has  been  difficult  to  determine. 
In  some  programs,  such  as  subdivision  plan  review,  the  local 
health  department  effort  is  considerable.   It  is  unquestionnable 
that  there  is  some  involvement  -  even  if  minimal  -  in  many  other 
such  programs. 

As  noted  earlier,  the  SDHES  is  now  sharing  with  local  health 
departments  fees  collected  for  sanitary  licenses  for  restaurants, 
hotels,  etc.   It  is  hoped  this  program  establishes  a  trend,  and 
in  the  interest  of  encouraging  such  a  trend,  it  is  being  pro- 
posed that  any  fees  collected  for  other  programs  with  which  the 
local  health  departments  have  assisted  also  be  shared  with  the 
local  departments. 

The  following  chart  shows  fees  available  to  the  SDHES,  although 
it  should  be  emphasized  that  the  extent  of  the  involvement  of 
local  health  department  personnel  in  many  of  these  programs  is 
unknown. 
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The  proposal  specifies  that  county  revenues  contributed  to  the 
local  health  department  liudget  must  come  out  of   some  county- 
wide  revenues,   since  municipalities  will  not  be  required  to 
contribute  in  the  future.   It  was  originally  proposed  that  each 
county  be  required  to  contribute  a  minimum  amount  of  $3.00  per 
capita  to  the  budget  of  the  local  health  department,  however, 
this  provision  was  deleted  by  the  members  of  the  State  Commission. 

Another  recommendation  amended,  but  not  deleted,  by  the  Commission 
was,  in  the  original  draft,  that  school  districts  be  required  to 
contribute  a  minimum  amount  of  $2.00  per  student  to  the  local 
health  department  if  the  health  department  provides  the  school 
nursing  services.   This  was  changed  by  the  members  of  the  Commis- 
sion to  an  amount  "to  be  agreed  upon  between  the  school  district 
and  the  county." 

A  proposal  of  the  fiscal  study  done  by  other  staff  of  the  State 
Commission  abolishes  all  county  special  purpose  mill  levies 
(including  the  special  mill  levies  for  public  health) ,  and  pro- 
vides that  in  the  future,  a  55  mill  limit  all-purpose  levy  be 
utilized  to  fund  all  services.   Therefore,  the  special  mill  levies 
for  local  boards  of  health  have  not  been  included  within  the 
public  health  proposal. 

Local  health  officers  and  other  local  health  department  personnel 
expressed  concern  that,  if  the  proposals  concerning  increased 
federal  and  state  revenues  were  adopted,  counties  might  utilize 
them  to  supplant,  rather  than  supplement,  revenues  which  had 
been  contributed  by  local  governments  in  the  past.   The  obvious 
purpose  of  the  recommendations  to  increase  the  funding  is  that 
they  be  used  as  additional  monies  to  help  finance  the  programs 
of  local  health  departments.   Therefore,  an  attempt  was  made  to 
include  a  provision  that  the  state  and  federal  funds  "shall  not 
be  used  to  supplant  local  government  revenues."   Unfortunately, 
the  members  of  the  State  Commission  did  not  include  this  provision 
in  the  proposal. 

An  encouraging  word  relating  to  the  chances  for  success  of  the 
public  health  financial  proposals  came  from  the  joint  board  meeting 
of  the  Montana  Association  of  Counties  and  the  Montana  League  of 
Cities  and  Towns.   When  given  a  list  of  approximately  16  financial 
proposals  being  recommended  by  the  staff  of  the  State  Commission, 
thev  orioritized  the  public  health  recommendations  fourth  on  a 
list  of  five  proposals,  indicating  that  they  would  most  like  to 
have  the  proposals  adopted  by  the  legislature  in  that  order.   The 
members  of  the  State  Commission  later  adopted  the  same  list  of 
priorities. 


NOTE:   For  the  most  part,  the  figures  for  this  section  were  taken 

from  the  report  of  the  Governor's  Office  of  Budget  &  Program 
Planning,  THE  DEPARTMENT  OF  HEALTH  &  ENVIRONMENTAL  SCIENCES, 
A  RESOURCE  INVENTORY. 
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MENTAL  HEALTH  AND  ADDICTIVE  DISEASES  SERVICES 


The  original  work  program  of  this  project  included  as  areas  of 
study,  services  of  the  community  mental  health  centers  and 
alcoholism  and  drug  abuse  rehabilitation  programs.   Shortly 
after  inception  of  this  project,  however,  the  Montana  Mental 
Health  Advisory  Council  was  formed.   The  Council  is  composed 
of  members  who  have  either  professional  expertise  or  a  special 
interest  in  these  programs.   Because  of  the  work  of  this  Council, 
it  was  felt  that  additional  study  of  mental  health  services  and 
addictive  diseases  programs  would  be  duplicative,  and  therefore 
this  subject  area  was  deleted  from  the  study  of  the  State  Com- 
mission on  Local  Government. 

Interested  citizens  are  urged  to  read  the  report  of  the  Mental 
Health  Advisory  Council  which  was  published  in  January  of  1977 
and  distributed  to  members  of  the  Legislature.   Among  other 
things,  the  Council  has  recommended  that  "a  public  health  nurse 
be  located  in  every  county." 

The  Council  is  also  recommending  that  there  be  "an  established 
ratio  of  state-county  funding"  for  mental  health  center  programs 
and  suggests  two  methods,  one  of  which  would  have  the  state 
contributing  65%  of  the  regional  budget,  the  other  suggests  a 
90%  state  contribution.   When  compared  with  the  3%  state  and 
federal  (combined)  funding  for  the  basic  public  health  programs 
of  local  health  departments,  this  seems  extremely  generous  and 
is  enough  to  turn  local  public  health  personnel  green  with  envy. 
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DENTAL  HEALTH  PROGRAMS 


One  of  the  most  chronically  under-funded  public  health  programs 
in  Montana  is  dental  health  services.   The  limited  localized 
programs  which  have  been  conducted  in  Montana  have  proven  that, 
for  investments  of  relatively  small  amounts  of  money,  dramatic 
improvements  can  ho    effected  in  the  general  condition  of  child- 
ren ' s  teeth . 

The  most  significant  df.'ntal  health  program  conducted  in  Montana 
in  recent  years  is  the  Flathead  County  Dental  Health  Project.   Even 
a  cursory  glance  at  statistics  collected  over  a  period  of  three 
years,  resulting  from  a  program  of  screening  of  the  same  children 
for  a  three-year  period,  reflects  the  success  of  the  program: 

FLATHEAD  CHILDREN'S  DENTAL  HEALTH  PROJECT* 


School  Year;     1971  -  72     1972  -  73     1973  -  74 
No.     (  %)    No.     (  %)    No.    (  %) 


177 

(12) 

118 

(  8) 

140 

(  6) 

676 

(44) 

604 

(39) 

809 

(33) 

665 

(44) 

827 

(53) 

1478 

(61) 

1548 

2341 

2427 

55 

64 

58 

Class  I  (those  needing 
emergency  dental  care) 

Class  II  (those  needing 
dental  care) 

Class  III  (those  needing 
no  dental  care) 

TOTAL  CHILDREN  SCREENED 

Children  Refusing  Screening 


*Source:   Flathead  County  Health  Department 

Although  this  particular  program  involves  treatment  as  well  as 
screening  and  educational  procedures,  significant  improvements 
in  children's  dental  health  have  been  demonstrated  in  other 
programs  by  utilizing  such  relatively  inexpensive  procedures 
as  teaching  youngsters  proper  brushing  techniques,  self-applica- 
tion of  fluoride,  optimal  nutritional  practices,  etc. 

The  costs  of  such  programs  no  where  near  approach  the  cost  of 
treating  dental  deficiencies  which  could  be  prevented  or  alle- 
viated through  the  use  of  these  programs.   For  example,  the 


101 


Dental  Health  Bureau  of  the  SDHES  fixes  the  cost  for  a  "brush-in" 
program  (to  teach  children  to  brush  properly)  at  lljzf  per  child. 
Forty  thousand  Montana  youngsters  in  34  counties  benefited  from 
this  program  in  1972. 

Unfortunately,  the  minimal  amount  of  money  traditionally  appro- 
priated by  the  legislature  for  such  programs  makes  uncertain 
from  year  to  year  the  possibility  of  providing  them  on  a  con- 
sistent basis.   In  fiscal  year  1976,  the  Dental  Health  Bureau 
was  given  a  total  of  $127,896  to  conduct  all  its  programs  and 
pay  all  costs  for  administrative  personnel  (including  a  dentist). 
This  figure  represents  only  1%  of  the  total  budget  of  the  SDHES 
for  that  year. 

Considering  the  proven  cost-effectiveness  of  such  programs 
(especially  in  comparison  with  some  public  health  programs  which 
are  not  able  to  demonstrate  their  effectiveness) ,  if  larger 
amounts  of  money  were  allocated  for  dental  health  programs,  the 
long-run  savings  to  parents  could  be  phenomenal.   Taxpayers,  too, 
could  benefit  through  reduced  payments  for  dental  care  under 
public  medical  assistance  programs. 

Dental  health  programs  conducted  by  local  health  departments 
are  very  rare  in  the  state,  mostly  due  to  the  fact  that  adequate 
funds  are  not  available  from  either  federal,  state  or  local  levels 
Cascade  County  does  employ  a  dentist  to  conduct  screening  in  the 
local  schools,  however,  it  is  significant  that  the  position  is 
funded  through  the  county  poor  fund  mill  levy  -  because  of  the 
lack  of  available  funds  from  other  sources. 

Another  badly  neglected  dental  health  program  is  fluoridation  of 
drinking  water  supplies.   There  are  only  25  communities  (with  a 
combined  population  of  49,415)  which  artificially  fluoridate 
their  drinking  water,  despite  the  proven  effectiveness  of  this 
process  in  terms  of  reducing  the  incidence  of  tooth  decay. (^2)  ^^ 
least  one  other  state  provides  financial  incentives  to  its  local 
health  departments  to  encourage  artificial  fluoridation  of  water 
supplies,  but  the  process  itself  has  apparently  never  been  very 
popular  in  Montana,  and  thus  very  little  promotion  of  it  has 
occurred. 

No  specific  recommendations  concerning  dental  health  programs 
have  been  made  by  this  project  -  except  that  such  services  be 
included  as  a  part  of  the  recommended  minimum  program  of  local 
health  departments.   However,  it  would  doubtless  benefit  the 
citizens  (and  especially  the  children)  of  Montana  if  the  SDHES 
were  to  exert  more  efforts  in  terms  of  encouraging  the  legisla- 
ture to  appropriate  funds  for  more  local  dental  health  programs 
and  encourage  the  state's  communities  to  fluoridate  their 
drinking  water  supplies. 


(32)  Source:   Dental  Health  Bureau,  SDHES 
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SEELEY  LAKE  PROJECT 


Any  report  on  public  health  services  in  Montana  would  be  remiss 
in  not  mentioning  the  special  nursing  project  at  Seeley  Lake. 
The  nurse  involved  with  this  program  is  not  strictly  a  public 
health  nurse.   She  is  not  strictly  a  home  health  nurse.   She  is 
both  of  these  and  more.   In  addition  to  these  two  functions,  the 
nurse  is  the  ambulance  attendant,  and,  with  telephonic  approval 
of  physicians  in  Missoula  and  Kalispell,  provides  primary  medi- 
cal services  to  community  residents,  tourists  and  summertime 
residents . 

The  Seeley  Lake  Health  Center  grew  principally  out  of  the  concern 
of  the  local  residents  about  the  lack  of  medical  services  in 
their  rural  community  and  the  inaccessibility  of  services  else- 
where, particularly  in  the  winter  months  when  the  roads  are  snow- 
and  ice-covered.   Past  attempts  to  obtain  a  physician  for  the 
community  had  failed  -  perhaps  because  of  the  comparatively  small 
number  of  residents  to  be  served. 

Most  special  nursing  projects  provide  their  services  to  a  specific 
target  group  of  recipients  (migrant  workers,  low  income  children, 
etc.),  but  this  community  health  care  project  is  unique  in  that 
it  provides  expanded  nursing  services  to  all  residents  regardless 
of  age,  income,  etc.   The  geographic  area  the  project  serves 
covers  a  radius  of  approximately  90  miles  and  contains  about 
1,500  residents.   The  population  increases  to  about  5,000  or 
6,000  during  the  summer  months  because  of  the  large  number  of 
vacation  homes  in  the  area. 

The  project  employs  one  nurse  full-time;  she  is  on  duty  24  hours 
per  day,  seven  days  per  week.   Another  part-time  nurse  works  20 
hours  per  week  and  also  spells  the  full-time  nurse  for  vacations, 
trips  away  from  the  area  for  continuing  education  courses,  etc. 

The  project  functions  much  as  a  physician's  medical  clinic  might 
function  with  the  important  difference  being  that  the  nurse, 
after  her  assessment  of  an  individual  patient,  telephones  the 
patient's  physician  (most  are  in  Missoula),  discusses  the  case 
with  him  and  provides  the  medical  services  as  per  his  instruc- 
tions.  If  medicines  are  needed,  the  physician  will  phone  a 
prescription  to  the  pharmacy  at  Seeley  Lake.   A  physician  from 
Missoula  travels  one  day  each  month  to  the  center  to  provide  a 
clinic  for  local  residents  -  for  illnesses  which  can  await  his 
visit  and  are  too  complex  for  the  nurse  to  handle. 

In  addition  to  providing  basic  medical  services,  the  nurse  at 
Seeley  Lake  also  serves  as  an  ambulance  attendant,  accompanying 
the  ambulance  on  an  average  of  four  or  five  trips  each  month 
(again,  usually  to  Missoula).   This  has  been  a  life-saving 
procedure  in  those  instances  in  which  the  patients  needed  whatever 
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immpdiatp    attention    the    nurse    could    p.oviclt    darinu    ihc    .uvibui...ice 
trip.        i  The    nurst    was    also    cnct:    ciie    a^Lenuan'     ^t    -.a    u..p  x.-U't. - 
delivery    en    rout'-    to   MissoL  .  j  .  J 

The  project  lias  also  saved  many  residents  tri,  ^  to  M.sson:.  j  .ind 
elsewhere  for  diagnostic  tests.   The  center  has  limited  x-ray 
and  laboratory  facilities  (for  blood  testing,  etc.). 

The  project  also  provides  many  of  the  traditional  preventive 
health  services  for  the  community.   The  center  has  a  contract 
with  the  local  school  district   to  provide  school  nursing  ser- 
vices, and  a  good  deal  of  the  nurses'  time  is  occupied  in  pro- 
viding nursing  services  to  the  aged  ill  in  their  homes  (thereby 
keeping  them  at  home  and  out  of  nursing  facilities) . 

For  the  most  part,  the  physicians  with  whom  the  project  deals 
have  been  extremely  cooperative.   They  apparently  realize  it  is 
difficult  for  their  patients  to  travel  from  Seeley  Lake  to  obtain 
medical  care,  particularly  in  the  winter  months,  and  they  seem  to 
have  confidence  in  the  capabilities  of  the  nurses  who  work  for 
the  project. 

Initial  funding  for  establishment  of  the  center  came  from  the 
Comprehensive  Health  Planning  Division  of  the  SDHES.   Current 
funding  for  the  project  comes  from  a  variety  of  sources  -  grants 
from  private  foundations  and  federal  agencies,  county  health 
department  and  school  district  monies,  etc.   However,  it  is  a 
constant  concern  that  monies  are,  for  the  most  part,  pledged  for 
but  one  year,  and  must  be  constantly  re-solicited  and  re-justified 
from  year  to  year.   One  problem  for  which  no  solution  has  been 
found  is  establishing  secure,  permanent  funding  for  the  facility. 
The  SDHES  could  be  of  invaluable  assistance  in  this  area  by 
initiating  an  on-going  program  involving  the  soliciting  of  money 
for  special  projects  such  as  the  one  at  Seeley  Lake. 

Although  the  project  nurses  charge  a  nominal  fee  for  the  medical 
services  they  provide,  the  fees  they  charge  account  for  only 
about  25%  of  their  annual  operational  cost  of  $40,000.   (It  is 
of  course  hoped  that  this  percentage  will  increase  in  future 
years  as  expanded  nursing  services  become  more  acceptable  by 
private  insurance  companies  and  other  insurors.)   If  a  patient 
is  unable  to  pay,  he  or  she  is  not  forced  to  do  so,  however. 
The  services  the  nurses  provide  do  qualify  for  payment  under 
the  Medicaid  program  and  by  some  private  insurance  carriers. 

The  operational  costs  for  the  ambulance  -  maintenance,  gasoline, 
etc.  -  is  included  in  the  $40,000  figure  above.   The  ambulance 
drivers  serve  on  a  volunteer  basis. 

Community  enthusiasm  over  the  project,  plus  other  factors  demon- 
strating its  success  over  the  past  few  years  of  its  existence, 
provided  sufficient  reasons  for  the  county  commissioners  to 
express  their  willingness  to  invest  county  monies  in  the  program. 

104 


A  year  or  two  ago.  Revenue  Sharing  funds  were  allocated  by 
Missoula  County  for  the  purpose  of  constructing  a  clinic 
facility  for  the  project. 

Today,  the  clinic  contains  capabilities  for  laboratory  and  x-ray 
services,  a  garage  for  the  ambulance,  two  examining  rooms  and 
one  room  which  has  been  set  aside  for  a  dental  chair  and  other 
dental  equipment  (in  anticipation  of  a  planned  monthly  clinic  by 
a  dentist  from  Missoula) .   The  entire  cost  for  constructing  the 
clinic  was  approximately  $67,000;  furnishings  and  equipment  cost 
an  additional  $7,000. 

Other  communities  in  Montana  which  have  a  similar  inaccessibility 
to  medical  services  should  seriously  investigate  the  alternative 
of  establishing  such  a  project  to  serve  the  residents  of  their 
communities.   For  a  relatively  small  investment,  the  residents 
of  Seeley  Lake  now  have  their  medical  services  and  their  public 
health  program  all  combined  in  one  effective  and  well-run  project. 

A  comment  or  two  should  be  added  to  this  section  about  the  Montana 
Community  Health  Representative  Program,  which  was  more-or-less  a 
"spin-off"  of  the  Seeley  Lake  Project.   This  is  a  program  which 
was  initiated  in  ten  small  communities  throughout  eastern  Montana  - 
communities  which  at  the  time  had  no  medical  services  of  any  kind. 
The  program  involved  providing  additional  training  to  licensed 
nurses  who  were  already  residents  of  these  communities. 

The  nurses  were  set  up  in  clinic  situations  and  equipped  so  they 
could  provide  similar  types  of  medical  services  to  local  residents 
as  those  provided  by  the  Seeley  Lake  nurses.   The  initial  financing 
for  the  projects  was  provided  by  a  grant  from  the  Old  West  Regional 
Commission  in  1974.   Establishment  of  the  individual  projects  was 
contingent  upon  an  understanding  with  the  communities  that  Commis- 
sion funding  would  be  available  for  only  one  year  -  after  that,  if 
the  communities  wished  to  continue  the  projects,  alternative 
funding  would  have  to  be  located.   As  it  turned  out,  after  Commis- 
sion funding  had  run  its  course,  four  of  the  projects  were  continued 
with  county  money. 

This  is  another  alternative  health  care  program  which  other  medi- 
cally unserved  communities  in  Montana  should  investigate.   The 
original  ten  projects  were  established  in  the  following  communities: 
Saco  (Phillips  County) ;  Opheim  (Valley  County) ;  Richey  (Dawson 
County) ;  Wibaux  (Wibaux  County) ;  Plevna  (Fallon  County) ;  Ashland 
(Rosebud  County) ;  Fort  Smith  and  Wyola  (Big  Horn  County) ;  Joliet 
(Carbon  County) ;  and  Hysham  (Treasure  County) .   The  four  projects 
which  were  continued  after  the  initial  financing  was  exhausted 
were:   Joliet,  Opheim,  Ashland,  and  Plevna. 
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PUBLIC  HEALTH  SERVICES  FOR  INDIAN  RESERVATIONS 


There  are  two  major  public  health-related  problems  concerning 
Montana's  Indian  reservations:   one  relates  to  the  function  of 
the  Indian  Health  Service  (IHS)  and  the  manner  in  which  it  spends 
its  available  funds,  and  the  other  concerns  the  jurisdictional 
problem  relating  to  which  (if  any)  agencies  or  levels  of  non- 
tribal  government  have  the  authority  to  enforce  state  laws  on  the 
reservations . 

There  seems  to  be  a  great  deal  of  confusion  among  both  the  Indian 
and  white  population  about  the  role  of  the  IHS  on  the  reserva- 
tions.  This  confusion  extends  even  to  those  involved  in  state 
and  local  government  human  services  programs. 

The  health  clinics  of  the  IHS  and  the  Public  Health  Service 
hospitals  located  on  Indian  reservations  in  Montana  are  given  a 
certain  specified  amount  of  money  each  year  with  which  they  are 
to  provide  medical  services  to  eligible  individuals.   The  manner 
in  which  this  money  is  spent  could  be  compared  with  the  Medicaid 
program  in  that  it  is  not  basically  for  preventive  health  services, 
but  rather  is  used  as  a  type  of  medical  assistance  program.   The 
program  includes  medical  care  services  of  the  IHS  clinics  and  PHS 
hospitals.   Supplemental  services  which  are  not  available  at  the 
clinics  and  hospitals  are  contracted  from  private  medical  pro- 
viders off  the  reservations. 

Further,  the  IHS  clinic  and  hospital  services  are  available  only 
to  full-time  residents  of  the  reservations.   Indians  who  reside 
in  locations  in  Montana  other  than  on  the  reservations  are  not 
eligible  for  these  services  whether  or  not  they  are  members  of 
a  particular  reservation's  tribe. 

This  system  has  apparently  confused  both  state  and  local  welfare 
personnel,  as  illustrated  by  their  frequent  denial  of  benefits 
under  other  public  medical  assistance  programs  to  Indians  who  do 
not  reside  on  the  reservations.   Such  individuals  are  frequently 
told  by  county  welfare  offices  (and  others)  to  go  to  the  reser- 
vations' IHS  clinics  or  hospitals  to  obtain  services.   When  they 
apply  at  the  clinics  or  hospitals,  they  are  told  that  they  are 
not  eligible  there  either.   A  recent  ruling  by  the  federal 
Department  of  Health,  Education  and  Welfare  not  only  emphasizes 
the  right  of  the  non-reservation  Indian  to  public  medical  assis- 
tance benefits,  but  goes  even  further  in  stating  that  even  those 
Indians  who  are  eligible  to  utilize  IHS  clinics  and  hospital 
facilities  are  being  discriminated  against  under  Title  VI  of  the 
Civil  Rights  Act  of  1964  if  they  are  denied  public  medical  assis- 
tance benefits  elsewhere. ( 33 ) 


(33)  HEALTH  PLANNING  NEWS,  January  -  February  1975,  issued  by 
the  Division  of  Comprehensive  Health  Planning,  SDHES 


107 


Only  a  comparatively  small  portion  of  the  total  amount  allocated 
to  the  IHS  is  spent  each  year  for  preventive  health  services.   A 
minimal  number  of  sanitarians  and  nurses  are  employed  by  the 
Billings  Area  IHS  to  provide  the  traditional  preventive  health 
services  to  all  seven  Montana  reservations  and  one  reservation 
in  Wyoming. 

The  need  for  increased  and  improved  preventive  health  services 
on  the  Indian  reservations  is  very  dramatically  illustrated  by 
the  following  statistical  comparisons: 

3-Year  Period  1971-73 
(Rates  Per  100,000  Population) 

General*         Reservation** 
Population         Population 

Tuberculosis  28  634 

Hepatitis  105  417 

Venereal  Disease  598  1,743 

*  Cases  reported  to  SDHES  by  physicians  (34) 
**  Cases  treated  at  IHS  facilities  (35) 

Although  the  Indian  population  in  Montana  comprises  only  4%  of 
the  total  population  of  the  state,  24%  of  the  maternal  deaths  in 
Montana  during  the  last  nine  years  were  Indian  mothers. 

In  fiscal  year  1976,  three  cases  of  typhoid  and  21  cases  and 
carriers  of  diphtheria  were  discovered  on  Indian  reservations 
during  the  course  of  routine  lab  work  being  done  at  the  state 
laboratory. (36)   of  the  two  diseases,  only  one  case  of  diphtheria 
has  been  reported  among  the  general  population  in  Montana  for  the 
past  three  years. 

Alcoholism  has  long  been  thought  to  be  the  most  serious  public 
health  problem  among  Indians.   This  would  seem  to  be  borne  out 
by  the  National  Institute  of  Alcohol  Abuse  and  Alcoholism  which 
has  estimated  the  rate  of  alcoholism  among  Indians  nationally  to 
be  from  10%  to  50%  (compared  to  5%  among  the  general  population) . 
At  the  highest  rate,  this  means  that  more  than  13,000  Indians  in 
Montana  could  be  alcoholics.   Fifty-seven  percent  of  the  alcohol- 
related  misdemeanor  arrests  for  1973  were  Indian  of fenders .( 37) 


(34)  MONTANA  VITAL  STATISTICS  1973,  Bureau  of  Records  and 
Statistics,  SDHES 

(35)  Indian  Health  Service,  Billings  Area  Office 

(36)  BIG  SKY  LAB  BENCH,  Annual  Report  FY  76,  Laboratory 
Division,  SDHES 

(37)  MONTANA  STATE  PLAN  FOR  ALCOHOL  ABUSE  AND  ALCOHOLISM, 
FY  74  and  75 
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(iiii-r  tuinLC' ly ,  thero  is  .  erv   itt'.-  qeneral  statistical  oomparis'n 
of  morhi.liLy  and  dec'itli  rate--  between  the  reservation  and  the 
general  population  groups  in  Montana.   More  extensive  (and  more 
scirnt  it  ic)  nompar  i  s  .:)ns  would  doubtless  indicate  mvich  mor'^  severe 
public  |-K".i]lli  prob'.^nis  imonqsl  Mif  fndian  po  ou  1  .'i  t  i  o '  in  the  state. 


The  nature  of  the  jurisdictional  confusion  as  it  relates  to  public 
health  can  best  be  illustrated  by  the  response  given  by  a  local 
sanitarian  in  a  county  adjacent  to  an  Indian  reservation  to  a 
question  asked  in  the  course  of  a  survey  conducted  during  this 
project.   The  question:   "Do  you  have  any  unlicensed  establish- 
ments within  your  jurisdiction  which,  under  the  law,  should 
be  licensed?"   The  response:   "Yes.   All  Indian  owned  and  oper- 
ated establishments."   This,  despite  the  fact  that  state  law 
says  all  such  establishments  must  be  licensed.   This  means,  of 
course,  that  not  only  are  these  establishments  not  licensed  under 
state  law,  but  they  are  generally  not  inspected  for  sanitary  con- 
ditions either  (also  a  mandate  of  state  law) . 

Victims  of  this  jurisdictional  issue  are  residents  of  one  county 
in  which  the  board  of  county  commissioners  has  refused  to  appoint 
a  county  board  of  health,  their  reason  being  that,  if  some  serious 
public  health  problem  should  occur,  such  as  an  epidemic  or  a  food- 
borne  illness  outbreak,  on  the  adjacent  reservation  (which  may  or 
may  not  be  within  the  health  board's  jurisdiction),  the  board  of 
health  might  be  held  legally  liable  and  subject  to  lawsuit. 

County  sanitarians  are  frequently  turned  away  when  they  attempt 
to  inspect  restaurants,  bars,  etc.,  or  to  take  other  enforcement 
measures  related  to  sanitation  on  the  reservations.   The  IHS 
sanitarians  likewise  seem  to  be  uncertain  about  the  extent  of 
their  authority  to  conduct  inspections  of  such  establishments, 
but  rather  attempt  to  accomplish  what  they  can  on  a  cooperative 
basis  by  agreement  with  the  individual  Tribal  Councils,  and  then 
apparently  only  if  the  Tribal  Council  has  adopted  something 
called  an  "Environmental  Plan."   Thus  the  jurisdictional  con- 
fusion evidently  extends  even  to  federal  agencies  which  were 
created  specifically  for  the  purpose  of  providing  health  services 
to  the  reservations. 

The  end  result  is,  of  course,  that  if  a  restaurant  owner,  for 
instance,  on  a  reservation  does  not  wish  to  comply  with  the 
state  licensure  laws  or  permit  his  establishment  to  be  inspected 
for  sanitary  conditions,  as  are  other  restaurants  in  the  state, 
and  if  his  Tribal  Council  has  not  persuaded  him  that  he  should 
comply,  apparently  no  agency  feels  it  has  the  authority  to  force 
him  to  do  so.   In  the  meantime,  tourists  and  residents  of  other 
areas  of  the  state  travel  through  the  reservations,  sometimes 
stopping  to  eat  or  obtain  lodging.   If  the  conditions  in  res- 
taurants, hotels,  etc.,  are  unsanitary  the  unsuspecting  traveler 
is  being  exposed  to  dangers  of  which  he  is  not  even  aware. 
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It  is  not  known  whether  the  SDHES  has  attempted  to  negotiate 
this  problem  with  the  individual  Tribal  Councils  in  Montana,  but 
the  jurisdictional  issue,  especially  as  it  concerns  health 
matters,  is  one  which  simply  must  be  resolved,  as  it  has  poten- 
tially explosive  significance.   Aside  from  the  matter  of  protecting 
the  health  of  residents  (Indian  and  non-Indian)  of  reservations, 
if  a  widespread  outbreak  of  diphtheria,  for  instance,  were  to 
occur  on  a  reservation,  neighboring  residents  could  be  exposed  as 
well.   Likewise,  polluted  drinking  water  supplies  do  not  respect 
the  boundaries  of  reservations. 

A  recent  federal  study (38)  gives  rise  to  the  question  of  whether 
some  of  these  jurisdictional  problems  actually  even  exist  -  partic- 
ularly in  terms  of  whether  or  not  the  county  sanitarian  can  be 
prevented  from  inspecting  restaurants,  etc.,  or  otherwise  assuring 
sanitary  conditions  on  the  reservation.   The  report  on  the  study 
states : 

"As  early  as  1929,  the  Congress  extended  State  law  to 
Indian  reservations  covering  inspection  of  health  and 
the  enforcement  of  'sanitation  and  quarantine  regula- 
tions' under  such  rules  and  regulations  as  the  Secre- 
tary of  the  Interior  might  prescribe.   Neither  the 
Interior  Department  nor  the  Indian  Health  Service 
have  regulations  limiting  this  statutory  authority 
in  any  way. " 

and 

"  (Self-governing  Indian  tribes)  are  subject  to  Federal 
Income  tax  and  Selective  Service  laws,  they  are  sub- 
ject to  exclusive  jurisdiction  by  the  Federal  courts 
over  enumerated  major  crimes,  and  they  are  entitled 
to  welfare  benefits  under  Federal  statutes  of  general 
application.   In  the  State,  they  are  subject  to  its 
health  laws . . . . " 

If  someone,  or  some  agency,  were  to  research  this  issue  further, 
it  might  prove  that,  at  least  in  the  area  of  sanitation,  estab- 
lishment owners  on  the  reservations  must,  in  fact,  comply  with 
state  laws  relating  to  public  health. 

One  of  the  original  recommendations  of  this  project  was  that  local 
health  departments  be  required  to  provide  their  services  to  resi- 
dents of  Indian  reservations  just  as  they  would  to  residents  of 
any  other  area  of  the  state  -  so  long  as  the  reservation  popula- 
tion is  willing  to  comply  with  state  laws  relating  to  public 
health. 


(38)  rpjjE  STATES  AND  THEIR  INDIAN  CITIZENS,  Theodore  W.  Taylor, 
published  by  the  Bureau  of  Indian  Affairs,  1972 
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This  rocommendat ion  was  based  partially  on  tho  fact  that  federal 
monies  obtained  by  the  SDHES  on  a  population  or  per  capita  basis 
are  allocated  to  Montana  on  the  basis  of  the  entire  population  - 
not  just  the  non-reservation  population.   If  the  federal  govern- 
ment does  not  exclude  the  residents  of  the  reservations  when 
appropriating  monies  for  public  health  programs  to  Montana,  the 
staLi^  and  county  levels  of  government  ought  not  to  deny  at  least 
tho^•.e  .••.ervicos  funded  with  Federal  monies  to  this  segment  of  the 
population.   Additionally,  Indian  residents  of  the  reservations 
do  pay  federal  (although  not  state)  income  taxes. 

Also,  state  laws  relating  to  public  health  exist  presumably  for 
the  purpose  of  protecting  the  health  of  all  citizens  of  the  state, 
It  seems  to  be  a  commonly-accepted  fact  that  Indian  residents  of 
reservations  in  Montana  are  as  much  citizens  of  the  state  as  are 
individuals  who  reside  in  other  areas  of  the  state. 

There  is  also  the  issue  of  the  right  to  and  need  for  the  services 
by  non-Indian  residents  of  the  reservation.   Should  these  indi- 
viduals be  protected  any  less  than  they  would  if  they  resided 
elsewhere  in  Montana  than  on  Indian  reservations? 

Another  factor  considered  was  that,  by  assuring  sanitary  condi- 
tions and  otherwise  maintaining  the  health  of  the  residents  of 
tht^  reservations,  citizens  residing  adjacent  to  the  reservations 
would  be  protected  from  disease  as  well. 

Finally,  the  U.  S.  Department  of  Health,  Education  and  Welfare 
ruling  mentioned  earlier  in  this  section  specified  that  Indians 
may  not  be  "deprived  of  their  right  to  equal  access  to  State, 
local  and  Federal  health-related  services"  under  the  federal 
Civil  Rights  Act  of  1964. 

Another  ^^ne  of  the  original  recommendations  within  this  proposal 
provided  that  local  Iie.ilth  departments  be  required  to  charge  at 
least  nominal  fees  for  personal  health  services  (immunizations, 
etc.).   It  was  felt  that  the  residents  of  the  reservations  would 
be  contributing  in  this  respect. 

When  these  recommendations  were  presented  to  the  State  Commission 
on  Local  Government,  however,  the  members  felt  that,  since  the 
bulk  of  the  monies  expended  for  local  public  health  services  in 
Montana  are  contributed  from  county  tax  revenues,  and  since 
Indian  residents  of  the  reservations  do  not  pay  such  taxes  (al- 
though non-Indians  on  the  reservations  do)  it  is  unfair  to  re- 
quire a  local  health  department  to  provide  services  to  a  segment 
of  the  population  which  does  not  contribute  significantly  to  the 
budget  of  that  department. 

The  proposed  law  now  states,  therefore,  that  local  health  depart- 
ments may  provide  the  services  if  they  wish  (so  long  as  state  and 
local  public  health  laws  and  rules  are  complied  with) ,  but  that 
the  health  department  may  also  charge  the  reservations  for  the 

111 


services  if  they  wish  to  do  so. 

The  members  of  the  Commission  also  deleted  the  requirement  that 
local  health  departments  utilize  a  fee  schedule  for  personal 
health  services.   Therefore,  this  source  of  revenue  will  only 
be  available  to  local  health  departments  on  an  optional  basis  - 
from  reservation  residents  or  from  any  other  residents  availing 
themselves  of  the  services. 
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EMERGENCY  MEDICAL  SERVICES 


AlLhouqh  emergency  medical  services  were  initially  a  component 
of  the  public  health  study,  they  were  later  assigned  as  a  part 
of  the  project  studying  all  emergency  services  (fire  protection, 
civil  defense,  etc.). 

In  the  early  days  of  the  public  health  study,  however,  some  tenta- 
tive scrutiny  was  accomplished  of  one  aspect  of  emergency  medical 
programs  -  ^that  of  financing  local  ambulance  services.   In  this 
connection , -as  with  all  other  programs  involving  a  relationship 
between  the  SDHES  and  local  agencies,  there  appear  to  be  great 
injustices . 

An  example  of  this  is  a  comparison  between  monies  available  for 
emergency  medical  services  in  the  SDHES  and  monies  the  state 
department  shares  with  local  agencies.   In  fiscal  year  1975, 
the  EMS  Bureau  in  the  state  department  had  a  total  of  $311,855. 
Of  this,  $66,000  was  allocated  in  grants  to  counties.   The 
balance  of  $245,855  was  apparently  used  by  the  state  for  admin- 
istration and  for  training  programs  for  ambulance  attendants. 

Considering  some  of  the  current  financial  difficulties  of  pub- 
licly-funded ambulance  services,  it  doesn't  seem  like  an  equitable 
division  of  available  financial  resources.  (One  county  raised 
$33,000  over  a  two-year  period  through  its  poor  fund  mill  levy 
to  finance  its  ambulance.) (39)  County  ambulance  services,  for 
instance,  are  requesting  increasingly  larger  amounts  of  county 
monies  to  cover  their  maintenance  and  operational  costs. 

They  are  finding  that  the  gap  between  what  they  charge  for  their 
services  and  what  they  must  pay  for  maintenance  and  operation  is 
growing  larger  and  larger.   State  and  federal  requirements  in 
terms  of  training  of  personnel,  acquiring  more  sophisticated 
equipment,  etc.,  will  also  be  making  increased  financial  demands. 

The  EMS  Bureau  had  a  total  of  $844,927  of  state  and  federal  funds 
budgeted  for  fiscal  year  1976.   It  is  not  known  how  much  of  this 
was  allocated  to  local  agencies,  but  if  the  typical  pattern  of 
the  past  few  years  held  true  with  this  as  it  has  with  other  SDHES 
programs,  it  is  doubtful  that  counties  saw  very  much  of  it. 


(39)   State  Commission  on  Local  Government,  Economic  Assistance/ 
Social  Services  Study 

113 


114 


COUNTY  HOSPITALS  AND  NURSING  HOMES 


It  would  be  desirable  for  each  community  -  no  matter  how  small  -  to 
have  its  own,  fully  staffed,  fully  equipped  hospital  with  ample 
physicians  available  locally  to  provide  a  full  range  of  medical 
sorviros.   This  is,  however,  simply  not  feasible  -  either  from 
the  standpoint,  of  available  manpower  resources  for  staffing  or 
available  funds  for  operational  costs  and  equipment.   This  holds 
true  not  only  in  Montana,  but  for  sma  j.  1  communit-ies  throughout 
the  nation. 

An  additional  source  of  problems  is  that  the  medical  and  surgical 
specialists  in  Montana  are,  for  the  most  part,  located  in  the 
urban  areas.   When  some  highly  technical  surgical  procedure  is 
required,  rural  residents  generally  seek  the  care  they  need  in 
these  urban  areas  -  if  not  actually  out  of  state  -  and  utilize 
the  hospitals  in  the  cities  at  the  same  time. 

Obviously,  the  small  community  hospitals  are  adequate  when  less 
sophisticated  medical  or  surgical  services  are  required.   It  is 
questionnable ,  however,  that  the  cost  involved  in  keeping  such 
county-owned  facilities  open  merely  to  provide  this  service  can 
be  borne;  by  the  counties  very  much  longer. 

The  pattern  of  rural  residents  seeking  medical  care  in  the  urban 
areas  naturally  impacts  on  the  occupancy  rates  of  county-owned 
hospitals  (the  majority  of  which  are  located  in  the  rural  areas) . 
The  average  statewide  occupancy  rate  for  county  hospitals  in 
Montana  in  1975  was  only  43.9%.  ^^^^   Thus  it  appears  that  on  an 
average,  less  than  half  of  the  total  number  of  beds  in  county 
hospitals  throughout  the  state  were  occupied  during  that  year. 
One  very  small  county  hospital  had  an  average  occupancy  rate 
of  only  8.2%  for  that  year.   Low  occupancy  rates  of  course 
affect  the  income  of  these  hospitals. 

As  an  example  of  this  affect,  county  financial  reports  filed 
with  the  state  for  the  same  year  indicate  an  approximate  deficit 
for  these  facilities  (a  total  of  24  statewide)  of  $1,021,185.   In 
fact,  this  is  probably  a  low  approximation  since  some  counties 
did  not  report  the  financial  situations  of  their  hospitals  for 
th.it  y>^<ir  at  all.   (Also,  the  figures  gleaned  from  these  reports 
.MMiiot  1'.-  quaranttH^d  for  accuracy.   An  illustration  of  the  un- 
1  (■  1  I  al' i  1  i  t  V  ill    thoso    figures  is  the  fact  that  Silver  Bow  General 
llo:;iMlal  uulirativl  it  had  profited  by  $927,789  in  fiscal  year 
I'W',,  1,1,1  tin:-.  t\u-ilit.v  has  been  in  chronic  debt  for  several 
y<Mi  :•.  -  l(>  Mu'  (.^xtent  tliat  it  has  applied  for  -  and  received  - 
ai  ani  :;- i  ii-a  id  of  considerable  size  from  the  state  to  help  defray 


(40)  Source:   Hospital  and  Medical  Facilities  Division,  SDHES 
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its  deficits  in  past  years.   Another  county  which  does  not  even 
have  such  a  facility  reported  "hospital  collections"  on  its 
report. ) 

Another  factor  contributing  to  the  problems  of  rural  hospitals 
is  that  the  supply  of  physicians  is  dwindling  in  rural  areas  - 
and  there  doesn't  seem  to  be  much  reason  to  be  optimistic  about 
improvement  of  this  situation  in  the  future.  (41)   a  patient  must 
be  both  admitted  at  the  direction  of  and  attended  by  a  physician 
before  hospitalization  can  be  a  part  of  his  medical  treatment. 
Attempts  by  Montana's  smaller  communities  to  recruit  and  retain 
physicians  have  met  with  discouraging ly  limited  success. 

County-owned  nursing  homes,  on  the  other  hand,  have  relatively 
high  occupancy  rates.   As  contrasted  with  the  43.9%  average  state- 
wide rate  for  county  hospitals  in  1975,  the  rate  for  county  nursing 
homes  was  93.6%  for  the  same  year. 

Curiously,  however,  the  nursing  homes  don't  seem  to  be  in  much 
better  financial  condition  than  the  hospitals.   Although  county 
financial  reports  do  not  contain  any  figures  for  nursing  home 
expenditures  or  revenues,  some  indication  of  the  fiscal  situation 
of  nursing  homes  was  revealed  by  a  survey  conducted  jointly  by 
this  project  and  the  Commission's  study  on  Economic  Assistance/ 
Social  Services  in  1976.   Although  only  nine  out  of  the  total  of 
thirty-one  county  nursing  homes  responded  to  the  survey  (none  of 
the  county  hospitals  responded) ,  an  approximate  deficit  for  all 
county  nursing  homes  in  the  state  was  estimated  on  the  basis  of 
the  responses  of  these  nine.   See  the  following  chart  for  details. 


^^^    Although  the  "WAMI"  Medical  Education  Program,  operated 

cooperatively  by  Montana  State  University  and  the  University 
of  Washington  Medical  School  is  attempting  to  address  this 
problem.   By  admitting  medical  students  from  rural  states 
and  providing  a  portion  of  their  training  in  rural  states, 
the  program  hopes  to  encourage  the  medical  students  to 
ultimately  settle  in  such  areas  to  practice. 
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ESTIMATED  DEFICIT  FOR  COUNTY-OWNED  NURSING  HOMES 
FISCAL  YEAR  1976 

Expenditures  Revenues 

Teton  Nursing  Home                   $   305,886  $   285,674 

Yellowstone  County  Nursing  Home         459,679  433,073 

Flathead  County  Nursing  Home            406,850  449,686 

Pioneer  Nursing  Home                    251,480  243,945 

Gallatin  County  Nursing  Home            308,000  273,937 

Silver  Bow  County  Hospital 

and  Nursing  Home                    3,371,182  2,908,586 

Cascade  County  Nursing  Home           2,227,167  2,099,880 

Pondera  Pioneer  Nursing  Home            432,561  380,873 

Cooney  Convalescent  Home                530,640  468,608 


TOTALS      $8,293,445  $7,544,262 

Total  deficit  for  the  above  nine  nursing  homes:  $   749,183 

Average  deficit  for  the  above  nine:  $    83,243 

Total  deficit  for  all  thirty-one  nursing  homes 

based  on  the  average:  $1,831,346 


Average  deficit  per  bed  for  above  nine  nursing 

homes:  $     1,038 

Total  deficit  per  bed  for  all  thirty-one  nursing 

homes  based  on  the  average:  $1,527,936 
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Thus,  the  approximate  deficit  for  county  nursing  homes  for  fiscal 
year  1976  was  placed  at  somewhere  between  $1.5  million  and  $2  mil- 
lion. 

Although  the  figure  for  the  hospitals  from  the  county  financial 
reports  could  not  be  described  as  fully  reliable,  and  the  estimate 
resulting  from  the  nine  responses  from  the  nursing  homes  is  only  a 
very  approximate  "ballpark"  guess,  both  figures  are  probably  as 
close  as  any  others  currently  available  in  the  state.   And  they 
do,  at  least,  provide  some  evidence  (aside  from  concerns  expressed 
verbally  by  county  commissioners  and  others)  that  county-owned 
medical  facilities  are  having  financial  difficulties. 

The  apparent  reason  the  nursing  home  occupancy  rate  is  higher  than 
the  rate  for  hospitals  is  because  nursing  home  beds  seem  to  be  in 
demand  in  Montana.   The  Hospital  and  Medical  Facilities  Division 
of  the  SDHES  estimated  in  1975  that  there  is  a  need  for  1,932 
additional  nursing  home  beds  and  modernization  of  facilities 
containing  another  562  existing  beds. 

As  nursing  home  care  has  become  more  acceptable  and  commonplace, 
patients  and  relatives  are  desirous  of  finding  facilities  closer 
and  more  convenient  to  the  patient's  home.   Patients  who  are 
hospitalized,  on  the  other  hand,  generally  are  confined  where 
the  attending  physician  is  located  -  whether  it  is  closer  to 
home  or  not  -  and  where  the  necessary  medical  and  surgical 
facilities  are  available. 

Although  nursing  home  care  is  considerably  less  expensive  than 
hospital  care,  it  is  doubtful  this  is  a  factor  affecting  the  occu- 
pancy rate.   As  already  noted,  the  average  cost  for  a  day  in  a 
hospital  is  in  excess  of  $130  per  day;  in  a  county  nursing  home 
in  Montana,  the  average  cost  is  $22.07  per  day  (again,  according 
to  figures  reported  on  the  survey  responses) .   Considering  the 
cost  of  occupying  a  hospital  bed,  it  stands  to  reason  that  patients 
would  go  to  all  lengths  possible  to  avoid  extended  confinement  in 
hospitals,  but  there  is  also  no  option  for  a  patient  confined  in 
a  nursing  home  if  there  are  no  programs  as  alternatives  to  confine- 
ment available  in  the  community. 

Undoubtedly  the  demands  being  made  on  nursing  homes  by  federal 
regulations  are  partially  to  blame  for  the  apparent  conflict 
between  their  high  occupancy  rates  and  their  financial  difficulties, 
As  a  typical  knee-jerk  reaction  to  some  serious  problems  with  in- 
adequate care  in  other  parts  of  the  nation.  Congress  and  the 
Department  of  Health,  Education  and  Welfare  have  developed  laws 
and  regulations  which  are  causing  tremendous  financial  problems 
for  nursing  homes  all  over  the  country  -  including  those  in 
states  which  have  not  exhibited  similar  problems  with  inadequate 
care.   Hospitals  too  are  subject  to  similar  stringent  regulations, 
but  seem  to  not  be  feeling  the  effects  as  acutely  as  are  nursing 
homes . 
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As  in  the  past,  when  the  regulations  were  developed,  no  consider- 
ation was  given  to  the  fact  that  a  nursing  home  in  a  rural,  sparsely 
populated  county  in  Montana,  tor  instance,  simply  does  not  have  the 
same  resources  (financial  and  manpower)  as  does  a  large  urban  area 
in  a  heavily  populated  state.   It  is  unrealistic  to  expect  that 
some  of  our  smaller,  rural  facilities  might  have  the  ability  to 
find  some  of  the  highly  technical  professional  personnel  called 
for  under  the  federal  requirements  -  medical  records  specialists 
or  nutritionists,  for  instance.   The  demands  for  increasingly 
sophisticated  equipii.ent  and  alterations  to  the  facilities  are 
creating  additional  financial  burdens. 

Sti    rn-''  prcbl  -P'^  art-  i^nij-ed  by  cor.Flict3  v  u'ain  t:hf  various 
regulations  promulgated  by  different  federal  agencies.   A  regula- 
tion developed  under  the  Occupational  Safety  and  Health  Act  re- 
quired trash  can  liners  in  all  refuse  containers  in  medical 
facilities;  a  Department  of  Health,  Education  and  Welfare  regula- 
tion, on  the  other  hand,  prohibited  the  liners  as  potential  fire 
hazards. 

The  nine  nursing  homes  responding  to  the  survey  of  this  project 
estimated  that  it  had  cost  them  a  total  of  approximately  $445,596 
to  bring  their  facilities  into  compliance  with  federal  regulations 
in  the  five  years  just  previous  to  completion  of  the  questionnaire. 

Some  individuals  who  are  involved  with  small  community  hospitals 
and  nursing  homes  in  Montana  tend  to  blame  the  SDHES  for  these 
problems.   However,  the  medical  facilities  licensing  and  certifi- 
cation function  of  the  SDHES  is  done  under  contract  with  the 
federal  government  and  federal  (rather  than  state)  regulations 
are  the  villains  of  the  piece  in  terms  of  the  headaches  caused  by 
the  regulations. 

There  seems  to  be  a  groundswell  of  feeling  at  the  present  time 
throughout  the  state  and  the  nation  that  the  traditional  concept 
of  reliance  upon  hospitalization  as  the  basic  mode  for  medical 
treatment  should  be  re-examined.   It  is,  in  fact,  becoming  almost 
prohibitively  expensive  for  patients  to  be  confined  in  hospitals, 
and  there  seems  to  be  no  indication  that  the  costs  will  even 
stabilize,  much  less  decline  -  at  least  in  the  near  future. 

Obviously,  surgical  patients  will  always  need  hospitals,  but  if 
their  confinement  periods  could  be  reduced  by  providing  for  them 
more  home  care  services  and  other  programs  designed  to  assist  the 
patient  in  convalescing  in  his  own  home,  the  savings  to  the 
patient,  his  insurance  company  and/or  governmental  agencies  could 
be  phenomenal.   Home  care  programs  could  keep  many  people  out  of 
nursing  homes,  as  well.   Many  nursing  home  patients  are  confined 
simply  because  they  need  some  sort  of  treatment  which  requires 
periodic  observation  or  other  services  which  a  nurse  could  pro- 
vide at  the  physician's  direction. 
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County  revenues  not  only  make  up  the  difference  between  what 
county  hospitals  and  nursing  homes  spent  and  what  they  collected, 
but  the  counties  contributed  another  $3.5  million  during  fiscal 
year  1975  for  the  county  medical  assistance  program  (for  people 
who  are  unable  to  pay  for  their  medical  services  but  do  not  qualify 
for  other  public  medical  assistance  programs)  .   This  figure  dcpes 
not  include  payments  by  other  levels  of  government  for  Medicaid 
and  Medicare.   How  long  can  taxpayers  be  relied  upon  to  bear  this 
heavy  burden? 

Could  the  situation  involving  what  is  an  apparent  excess  of 
hospital  beds  have  been  foreseen  in  the  past  few  years  when  so 
many  hospital  beds  were  being  added  in  Montana?   Since  1946  and 
continuing  into  the  present,  more  than  $13.8  million  has  been 
spent  in  federal  money  alone  to  either  build  new  hospitals  or  add 
hospital  beds  to  existing  facilities. (42)   This  includes  private 
facilities  as  well  as  the  county  hospitals.   State  and  local 
monies  invested  were  in  addition  to  this  figure.   This  is  a  tre- 
mendous investment  of  monies  for  facilities  which  now  stand  half 
empty  much  of  the  time.   (There  are  currently  633  county  hospital 
beds  in  the  state.) 

One  solution  to  this  problem  might  be  the  conversion  of  some  of 
these  633  beds  from  hospital  to  nursing  home  designation.   This 
would  not  only  relieve  the  situation  with  the  ailing  occupancy 
rates  of  county  hospitals,  but  would  help  to  meet  the  demand  for 
nursing  home  beds. 

Another  option  might  be  to  utilize  at  least  a  portion  of  the 
county  funds  now  used  to  support  hospitals  to  develop  home  care 
programs  -  at  least  in  areas  where  available  manpower  makes  it 
feasible.   Some  of  the  existing  home  health  agencies  in  Montana 
operate  out  of  hospitals  and  the  two  medical  care  alternatives 
(in  cases  in  which  there  is^  an  alternative)  seem  to  function 
well  together. 

For  those  counties  which  feel  they  must  retain  their  facilities 
for  hospital  care,  the  following  recommendations  have  been  sug- 
gested by  a  representative  of  the  Hospital  and  Medical  Facilities 
Division  of  the  SDHES  and  make  a  great  deal  of  sense: 

1,  group  purchasing  (either  jointly  with  other  facilities 
of  through  an   agency  such  as  the  SDHES)  for  expendable  supplies, 
furniture,  equipment,  etc.; 

2.  sharing  of  specialist  services  such  as  nutritionists, 
medical  record  specialists,  etc.  (again  with  another  facility  or 
by  contracting  with  an  agency  such  as  the  SDHES  which  might  be  in 


(42)  Source:   State  Plan  for  Hospital  and  Medical  Facilities 
Construction,  1975  Draft 
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a  position  to  hire  such  staff) ; 

3.  preventive  maintenance  for  equipment;  and 

4.  intensive  energy  conservation. 

It  is  also  hoped  that  some  of  Montana's  representatives  at  the 
federal  level  will  make  concentrated  efforts  to  alleviate  the  bur- 
dens caused  by  the  increasingly  stringent  federal  regulations 
developed  for  medical  care  facilities  by  projecting  the  "rural" 
viewpoint.   It  does  not  seem  unjustified  to  request  that  rural 
facilities  be  given  separate  consideration  because  of  their  dis- 
tinctly different  circumstances.   The  SDHES  could  also  help  by 
persistently  pointing  out  to  federal  representatives  the  hardships 
that  are  imposed  on  rural  facilities  by  some  of  these  regulations. 

There  was  unfortunately  neither  sufficient  time  nor  sufficient 
resources  to  comprehensively  study  the  problems  of  county  medical 
facilities  by  this  project.   The  foregoing  has  only  just  scratched 
the  surface  in  terms  of  the  issues  which  need  further  investigation, 
Additionally,  the  response  to  the  Commission's  survey  was  so  low 
that  the  questionnaires  returned  could  not  be  used  as  an  effective 
tool  to  research  these  issues.   It  is  hoped  that  some  agency  or 
organization  will  undertake  an  in-depth  study  of  the  problems 
plaguing  county  medical  facilities  at  some  time  in  the  future. 
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HEALTH  EDUCATION 


Although  this  is  the  last  section  in  this  report,  it  is  by  no 
means  the  least  in  importance. 

It  is  most  instructive  to  compare  governmental  monies  spent  for 
treating  illness  (Medicaid,  Medicare,  etc.)  with  those  spent  for 
preventing  illnesses  (public  health  services).   But  it  is  a  futile 
exercise  to  urge  the  expenditure  of  greater  amounts  of  money  for 
the  latter  if  people  are  not  at  the  same  time  going  to  be  taught 
(or  be  willing  to  practice)  methods  by  which  they  individually  can 
maintain  or  improve  the  condition  of  their  health. 

Medical  professionals  have  consistently  emphasized  that  they  are 
not  miracle-workers.   They  can  prescribe  the  medicines  and  perform 
the  surgery,  but  what  they  cannot  do  is  affect  the  conditions  and 
practices  which  create  the  necessity  for  such  treatment.   They 
need  their  patients'  cooperation  for  this.   And  they  need  public 
health. 

Preventive  health  practices,  too,  go  far  toward  guarding  us  against 
epidemics,  harmful  bacteria  and  other  adverse  environmental 
conditions,  but  the  impact  such  practices  have  on  the  general 
public  health  depend  greatly  on  society's  willingness  to  aid  in 
the  battle.   It  sometimes  seems  questionnable ,  however,  that 
society  is  willing  to  help  -  except  in  ways  which  will  not  too 
greatly  inconvenience  it. 

Despite  the  warnings  about  the  dangers  of  smoking,  sales  of  cigar- 
ettes and  other  tobacco  products  continue  to  soar.   Despite  the 
persistent  pleas  of  dental  professionals,  schools  and  other 
organizations  which  serve  and  cater  to  children  continue  to 
peddle  sweets  which  increase  the  incidence  of  tooth  decay  (to  say 
nothing  of  acne  and  other  adverse  physical  conditions  directly 
attributable  to  too  much  sugar  in  the  diet  later  in  life) . 
Communities  continue  to  be  unwilling  to  fluoridate  their  drinking 
water  supplies,  regardless  of  its  proven  effectiveness  in  improving 
dental  health.   Despite  the  cautions  about  the  ill  effects  of 
obesity,  Americans  continue  to  overeat. 

Public  health  efforts  certainly  take  their  knocks,  too.   The 
enforcement  of  various  laws  intended  to  assure  optimum  sanitary 
conditions  are  considered  by  some  as  governmental  meddling,  inter- 
ference, obstructionism.   The  persistence  of  public  health  workers 
in  urging  that  children  be  immunized  is  sometimes  viewed  as  socially 
and  morally  suspect. 

The  whole  "raison  d'etre"  of  such  public  health  practices  is  to 
protect  everyone.   Not  just  the  man  who  is  dumping  his  sewage  in 
the  creek,  but  the  people  downstream  who  drink  water  from  the 
same  creek.   Not  just  the  youngster  whose  parents  are  being  urged 
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to  have  him  immunized  against  measles,  but  Johnny  who  sits  on  his 
right  in  the  classroom  and  Mary  on  his  left. 

Proper  nutritional  practices  are  badly  neglected  subjects  ("junk 
food"  manufacturers  do  not  help  the  cause  much,  either) .   Altogether 
too  little  information  is  provided  to  schoolchildren  about  which 
foods  they  need  to  help  their  bodies  grow  properly  and  stay  that 
way  throughout  life.   Malnutrition  has,  in  recent  years,  even  been 
linked  to  mental  retardation  and  other  debilitating  conditions. 
The  schools,  having  the  advantage  of  a  captive  audience,  simply 
must  get  more  deeply  involved  in  teaching  proper  nutrition  and 
other  good  health  practices.   This  seems  at  least  as  important  as 
long  division. 

Perhaps  the  evidence  that  the  persistent  cautions  are  being, for 
the  most  part, ignored  is  a  clue  that  "health  education"  does  not 
really  work  after  all  (a  retiring  public  health  educator  recently 
remarked  that  she  felt  her  life's  work  had  not  been  successful). 
On  the  other  hand,  perhaps  the  warnings  are  not  persistent  enough. 

Health  education  programs  have  generally  been  described  as  inade- 
quate in  Montana.   This  is  presumably  measured  by  the  amounts  of 
governmental  (federal,  state  and  local)  monies  spent  for  the 
programs.   The  premise  can  perhaps  also  be  measured  by  the  impact 

(or  lack  of  it)  the  programs  have  had  on  the  general  health 
condition  of  the  population.   It  is,  in  fact,  interesting  to  note 
that  most  of  the  public  health  spot  announcements  on  television, 
for  instance,  are  sponsored  by  private  or  religious  organizations 

(the  Cancer  Society,  the  Lutheran  Brotherhood,  etc.)  than  by 
federal,  state  or  local  health  agencies  -  despite  the  millions  of 
dollars  which  are  spent  nationwide  for  public  health  services  and 
programs. 

Perhaps  the  "inadequacy"  of  the  programs  has  less  to  do  with  the 
amounts  of  monies  spent  than  it  has  to  do  with  people's  unwilling- 
ness to  help  themselves.   Individuals  who  have  been  deeply  troubled 
by  this  problem  in  the  past  have  faced  this  unpalatable  probability. 
Rene  Dubos  in  "Mirage  of  Health:   Utopias  Progress  and  Biological 
Change"  stated,  "...men  as  a  rule  find  it  easier  to  depend  on      (A-i\ 
healers  than  to  attempt  the  more  difficult  task  of  living  wisely."^   ' 

If  the  population  is  to  be  convinced  that  "living  wisely"  will 
improve  their  health  condition,  public  health  workers  and  the  schools 
must,  simply,  work  harder.   Hopefully,  it  will  eventually  prove  to  be 
worthwhile  to  continue  to  be  persistent. 


(43)   As  quoted  by  Robert  J.  Haggarty,  M.D.,  in  "The  Boundaries  of 
Health  Care",  PHAROS,  July,  1972  (an  excellent  and  highly- 
recommended  paper,  by  the  way) 
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LOCAL  PUBLIC  HEALTH  SERVICES  STUDY 


Individuals  Surveyed  by  Questionnaire; 

Public  Health  Nurses  (community  health  nurses,  school  nurses, 

senior  citizen  program  nurses,  etc.) 
Local  Sanitarians 
Local  Health  Officers 

Directors,  State  Health  Departments  in  Other  States 
County  Commission  Chairmen 
Administrators,  County-Owned  Hospitals 
Administrators,  County-Owned  Nursing  Homes 

Other  Individuals  and  Groups  Contacted  During  Study: 

Chairmen,  Local  Boards  of  Health 
Other  County  Commissioners 
Mayors,  First  and  Second  Class  Cities 
City  Managers 

Representatives  of  the  Indian  Health  Service 
Home  Health  Nursing  Agencies 
Family  Planning  Program  Directors 
County-Owned  Hospital  Administrators 
County-Owned  Nursing  Home  Administrators 
Staff,  Montana  League  of  Cities  and  Towns 
Staff,  Montana  Association  of  Counties 
Staff,  Montana  Hospital  Association 
Staff,  Montana  Nursing  Home  Association 
Staff,  Montana  Medical  Association 
Staff,  Montana  Nurses  Association 

Staff,  State  Department  of  Health  and  Environmental  Sciences 
Members,  State  Board  of  Health  and  Environmental  Sciences 
Members,  Mental  Health  Advisory  Council 
Staff,  Governor's  Office 

Staff,  Office  of  the  Superintendent  of  Public  Instruction 
Staff,  Montana  Human  Services  Project 

Individuals  and  Groups  Involved  in  Similar  Research  in  Other 
States 

Individuals  and  Groups  Interviewed/Visited  Personally; 

Community  Health  Nurses 

School  Nurses 

Local  Health  Officers 

Special  Nursing  Project 

Family  Planning  Programs 

Local  Sanitarians 

City-County  Health  Board 

Nurse  Supervisor,  Fulltime  Health  Department 

Sanitarian  Supervisor,  Fulltime  Health  Department 
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Individuals  and  Groups  Interviewed/Visited  Personally  (Continued) : 

Director,  Areawide  Comprehensive  Health  Planning  Agency 

County  Commissioners 

Health  Educator  Employed  by  Local  Health  Department 

Local  Air  Pollution  Program  Director 

Service  Unit  Director,  Indian  Reservation 

Director,  Alcoholism  Rehabilitation  Program 

Director,  Mental  Health  Center  Program 

County  Hospital  Administrator 

Director,  Special  Rural  Health  Project 

Staff  and  Members,  Local  Government  Study  Commission 

Major  Conferences  or  Meetings  Attended: 

Community  Health  Nurses'  Conference 

Environmental  Health  Association  Conference 

Home  Health  Nursing  Association  Conference 

Montana  Association  of  Counties  Convention 

Mental  Health  Advisory  Council  Meetings 

Local  Health  Officers  Association  Meetings 

Governor's  Local  Government  Advisory  Council  Meeting 

Meetings  of  Advisory  Task  Force  to  Study  of  Public  Health 
Services 

State  Developmental  Disabilities  Advisory  Council  Meetings 

Meeting  of  Environmental  Health  Committee  of  the  State  Com- 
prehensive Health  Planning  Council 

Meetings  of  State  Commission  on  Local  Government 

Executive  Boards,  Montana  Association  of  Counties  and  League 
of  Cities  and  Towns,  Joint  Meeting 

Workshop  on  Health  Services  for  Indians 

Conference  on  Rural  Health  Services 

Meetings  of  Directors  Involved  in  Related  Research  in  Montana 

Meetings  of  Human  Services  Committee,  Montana  Association  of 
Counties 


Written  Reaction  to  Proposals  Received  From: 

Chairman,  District  Board  of  Health 

Local  Sanitarians 

City  Manager 

City-County  Health  Officer 

Private  Physician 

County  Health  Officer 

Public  Health  Nurse 

Staff  Members,  State  Department  of  Health  and  Environmental 

Sciences 
Family  Planning  Program  Directors 
Members,  City-County  Board  of  Health 
Staff,  University  System 
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CURRENT  LAW 
RELATING  TO  LOCAL  BOARDS  OF  HEALTH 
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TITLE  69,  CHAPTER  45 


LOCAL  BOARDS  OF  HLALTH 


69-4501.   DEFINITIONS.   As  used  in  this  chapter,  unless 
the  context  clearly  indicates  otherwise: 

(1)   "Local  board"  means  a  county,  city,  city-county, 
or  district  board  of  health. 

(2}   "Local  health  officer"  means  a  county,  city,  city- 
county,  or  district  health  officer  appointed  by  the  local  board. 

(3)   "Physician"  means  a  physician  legally  authorized  to 
practice  medicine  in  this  state. 

69-4502.   GENERAL  SUPERVISION  BY  DEPARTMENT  OF  HEALTH 
AND  ENVIRONMENTAL  SCIENCES.   The  department  of  health  and 
environmental  sciences  has  general  supervision  over  local  boards 

.69-4503.   FEDERAL  FUNDS  -  ACCEPTANCE  -  ALLOCATION.   The 
department  may  accept  funds  for  public  health  from  an  agency 
of  the  federal  government  or  from  any  other  agency  or  person, 
and  allocate  funds  to  local  boards. 

69-4504.   COUNTY  BOARDS  OF  HEALTH  -  COMPOSITION.   There 
is  a  county  board  of  health  in  each  county  consisting  of: 

(1)  the  county  commissioners,  and  two  (2)  members 
appointed  by  the  county  commissioners  and  serve  at  their 
pleasure;  or 

(2)  five  (5)  persons  who  are  appointed  by  the  county 
commissioners  and  serve  at  their  pleasure.   Terms  of  appointed 
members  shall  be  staggered  and  shall  be  for  three  (3)  years 
each.   County  commissioners  shall  establish  the  staggered  order 
of  terms  and  all  regulations  necessary  to  establish  and  maintain 
the  board. 

69-4  505.   CITY  BOARDS  OF  HEALTH  -  FIRST  AND  SECOND  CLASS 
CITIES  -  APPOINTMENT  OF  MEMBERS.   There  is  a  city  board  of 
health  in  each  first  and  second  class  city  consisting  of  five 
(5)  persons  who  are  appointed  by  the  governing  body  of  the  city 
and  serve  at  their  pleasure.   Terms  of  appointed  members  shall 
be  staggered  and  shall  be  for  three  (3)  years  each.   The 
governing  body  of  the  city  shall  establish  the  staggered  order 
of  terms  and  all  regulations  necessary  to  establish  and  maintain 
the  board. 
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69-4  506.   CITY-COUNTY  BOARDS  OF  HEALTH  -  APPOINTMENT 
OF  MEMBERS.   By  mutual  agreement  between  the  county  commissioners 
and  the  governing  body  of  the  city,  the  county  and  a  first  or 
second  class  city,  or  cities,  may  form  a  city-county  board  of 
health.   A  city-county  board  of  health  consists  of: 

(1)  one  (1)  person  appointed  by  the  county  commissioners 
who  serves  at  their  pleasure; 

(2)  one  (1)  person  appointed  by  the  governing  body  of 
each  city  that  participates  in  the  city-county  board  who  serves 
at  the  pleasure  of  the  appointing  governing  body; 

(3)  additional  members  appointed  by  the  county 
commissioners  and  governing  body,  or  bodies,  of  the  city  or 
cities  participating  in  the  city-county  board  as  mutually  agreed 
upon,  who  serve  at  the  pleasure  of  the  appointing  commissioners 
or  governing  body.   The  board  shall  be  composed  of  at  least 
five  (5)  persons.   Terms  of  appointed  members  shall  be  staggered 
and  shall  be  for  three  (3)  years  each.   By  mutual  agreement 
between  the  county  commissioners  and  the  governing  body  of  the 
city,  they  shall  establish  the  staggered  order  of  terms  and  all 
regulations  necessary  to  establish  and  maintain  the  board. 

69-4507.   DISTRICT  BOARDS  OF  HEALTH  -  APPOINTMENT  OF 
MEMBERS.   By  mutual  agreement,  two  (2)  or  more  adjacent  counties 
may  unite  to  create  a  district  board  of  health.   First  and  second 
class  cities  located  in  those  counties  may  elect  to  be  included 
in  the  district.   A  district  board  of  health  consists  of: 

(1)  one  (1)  person  appointed  by  the  county  commissioners 
of  each  county  in  the  district  who  serves  at  the  pleasure  of  the 
appointing  commissioners; 

(2)  one  (1)  person  appointed  by  the  governing  body  of 
each  city  that  elects  to  be  included  in  the  district,  who  serves 
at  the  pleasure  of  the  appointing  governing  body; 

(J)   additional  members  appointed  by  the  county 
commissioners  of  each  county  that  participates  in  the  district 
board  as  mutually  agreed  upon,  who  serve  at  the  pleasure  of  the 
appointing  commissioners. 

69-4508.   FINANCING  OF  LOCAL  BOARDS  OF  HEALTH  - 
APPROPRIATIONS  -  TAX  LEVIES.   (1)   Local  boards  are  financed 
by  general  fund  appropriations,  special  levy  appropriations, 
state  and  federal  funds  available,  and  contributions  from 
school  boards  and  other  official  and  nonofficial  agencies. 

(2)   Appropriations  are  made  as  follows: 

(a)   County  boards  are  financed  by  an  appropriation 
from  the  general  fund  of  the  county  after  approval  of  a  budget 
in  the  way  provided  for  other  county  offices  and  departments 
under  chapter  19,  Title  16,  R.C.M.  1947. 
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(b)  City  boards  are  financed  by  an  appropriation 
from  the  general  fund  of  the  city  after  approval  of  a  budget 
in  the  way  provided  for  other  city  offices  and  departments 
under  chapter  14,  Title  11,  R.C.M.  1947. 

(c)  If  a  city-county  board  is  created: 

(i)   The  county  commissioners  and  governing  body  of  the 
city,  or  cities,  may  mutually  agree  upon  the  division  of 
expenses.   The  county  part  of  total  expenses  is  financed  by 
an  appropriation  from  the  general  fund  of  the  county  after 
approval  of  a  budget  in  the  way  provided  for  other  county 
offices  and  departments  under  chapter  19,  Title  16,  R.C.M. 
1947.   The  city,  or  cities,  part  of  total  costs  is  financed 
by  an  appropriation  from  the  general  fund  of  the  city,  or 
cities,  participating  in  the  city-county  board  after  approval 
of  a  budget  in  the  way  provided  for  other  city  offices  and 
departments  under  chapter  14,  Title  11,  R.C.M.  1947.   All 
moneys  shall  be  deposited  with  the  county  treasurer  who  shall 
disburse  them  as  county  funds;  or 

(ii)   In  first  and  second  class  counties,  the  county 
commissioners  and  governing  body  of  the  city,  or  cities,  may 
mutually  agree  upon  the  division  of  the  expenses.   The  county 
part  of  total  expenses  is  financed  by  a  special  levy  of  not 
more  than  five  (5)  mills  on  the  taxable  valuation  of  all 
property  outside  the  incorporated  limits  of  the  city,  or  cities, 
participating  in  the  city-county  board  after  approval  of  a  budget 
in  the  way  provided  for  other  county  offices  and  departments  under 
chapter  19,  Title  16,  R.C.M.  1947.   If  the  five  (5)  mill  levy  is 
not  sufficient  to  fund  the  county  share,  county  commissioners 
may  supplement  it  with  an  appropriation  from  the  county  general 
fund.   Each  city,  or  cities,  part  of  total  costs  is  financed  by 
a  special  levy  of  not  more  than  five  (5)  mills  on  the  taxable 
valuation  of  all  property  within  the  incorporated  limits  of  the 
city,  or  cities,  participating  in  the  city-county  board  after 
approval  of  a  budget  in  the  way  provided  for  other  city  offices 
and  departments  under  chapter  14,  Title  11,  R.C.M.  1947.   All 
moneys  shall  be  deposited  with  the  county  treasurer  who  shall 
disburse  them  as  county  funds.   The  special  levies  authorized 
by  this  subsection  are  in  addition  to  all  other  levies  authorized 
by  law, 

(d)  District  boards  are  financed  by  appropriations  from 
the  general  funds  of  the  counties  in  the  district  in  proportion 
to  the  population  in  each  county.   First  and  second  class  cities 
which  elect  to  be  included  in  the  district  contribute  to  the  county 
in  which  they  are  located  in  the  way  provided  for  city-county 
boards  under  subsection  (2)  (c)  of  this  section.   All  funds  shall 
be  deposited  with  the  county  treasurer  of  one  (1)  of  the  counties 
as  agreed  upon  by  the  commissioners  of  the  counties  in  the 
district.   The  county  treasurer  shall  disburse  the  funds  as 
county  funds. 

(J)   School  boards  and  othfr  official  and  nonofficial 
agencies  may  contribute  funds  to  a  local  board. 
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(4)   If  ttit  genefal  fund  of  u  cnty  or  .-ounty  is  not 
sufficient  to  meet  the  approved  budget,  a  levy  of  not  more 
than  one  (1)  mill  may  be  made  on  the  taxable  valuation  of  all 
property  in  the  city  or  county  in  addition  to  all  other  levies 
authorized  by  law.   This  subsection  does  not  apply  when  the 
board  has  been  financed  under  subsection  (2)  (c)  (ii)  of  this 
section . 

69-4508.1.   LEGAL  ADVISER.   The  county  attorney  shall 
serve  as  legal  adviser  to  local  boards  as  established  by 
sections  69-4504  and  69-4506 ,R. CM.  1947.   The  county  attorney 
shall  represent  the  local  board  in  those  matters  relating  to 
the  functions,  powers  and  duties  of  local  boards. 

69-4509.   FUNCTIONS,  POWERS  ANP  liU'ITKS  01'  I.OOAI,  UOAKP;: 
OF  HEALTH.   (1)   Local  boards  shall: 

(a)  appoint  a  local  health  officer  wlio  is  a  phyi;ician 
or  a  person  with  a  master's  degree  in  public  health  or  equiva- 
lent and  appropriate  experience  as  determined  by  the  department 
and  fix  his  salary; 

(b)  elect  a  chairman  and  other  necessary  officers; 

(c)  employ  necessary  qualified  staff; 

(d)  adopt  bylaws  to  govern  meetings; 

(e)  hold  regular  meetings  quarterly  and  hold  special 
meetings  as  necessary; 

(f)  supervise  destruction  and  removal  of  all  sources 
of  filth  which  cause  disease; 

(g)  guard  against  the  introduction  of  communicable 
disease; 

(h)   supervise  inspections  of  public  establishments 
for  sanitary  conditions.  v.  .,   ;^.   ,  . 

(2)   Local  boards  may: 

(a)  quarantine  persons  who  have  communicable  diseases; 

(b)  require  isolation  of  persons  or  things  which  are 
infected  with  communicable  diseases; 

(c)  furnish  treatment  for  persons  who  have  communicable 
diseases ; 

(d)  prohibit  the  use  of  places  which  are  infected  with 
communicable  diseases; 

(e)  require  and  provide  means  for  disinfecting  places 
which  are  infected  with  communicable  diseases; 

(f)  accept  and  spend  funds  received  from  a  federal 
agency,  the  state,  a  school  district,  or  other  persons; 
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(g)   contract  with  another  local  board  for  all,  or  a 
part  of,  local  health  services; 

(h)   reimburse  local  health  officers  for  necessary 
expenses  incurred  in  official  duties; 

(i)   abate  nuisances  affecting  public  health  and 
safety  or  bring  action  necessary  to  restrain  the  violation 
of  public  health  laws  or  rules; 

(j)   adopt  necessary  regulations  and  fees  for  the  control 
and  disposal  of  sewage  from  private  and  public  buildings  not 
currently  connected  to  any  municipal  system.   Fees  shall  be 
deposited  with  the  county  treasurer; 

(k)   adopt  rules,  which  do  not  conflict  with  rules 
adopted  by  the  department: 

(i)   for  the  control  of  communicable  diseases, 

(ii)   for  the  removal  of  filth  which  might  cause  disease 
or  adversely  affect  public  health, 

(iii)   on  sanitation  in  public  buildings  which  affects 
public  health, 

(iv)   for  heating,  ventilation,  water  supply  and  waste 
disposal  in  public  accommodations  which  might  endanger  human 
lives. 

69-4510.   LOCAL  HEALTH  OFFICERS  -  POWERS  AND  DUTIES. 
(1)   Local  health  officers,  or  their  authorized  representatives, 
shall: 

(a)  Make  inspections  for  sanitary  conditions; 

(b)  As  directed  by  the  local  board,  issue  written 
orders  for  the  destruction  and  removal  of  filth  which  might 
cause  disease; 

(c)  With  written  approval  of  the  department,  order 
buildings  or  facilities  where  people  congregate  closed  during 
epidemics ; 

(d)  On  forms  provided  by  the  department,  report 
communicable  diseases  to  the  department  each  week; 

(e)  Before  the  first  day  of  January,  April,  July  and 
October,  give  a  report  to  the  local  board  of  sanitary  conditions 
in  the  county,  city,  city-county,  or  district,  together  with  a 
detailed  account  of  his  activities  on  forms  and  containing 
information  required  by  the  department; 

(f)  Before  the  tenth  day  after  the  report  is  given  to 
the  local  board,  send  a  copy  of  the  report  required  by  subsection 
(1)  (e)  of  this  section  to  the  department; 
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(g)   As  prescribed  by  rules  adopted  by  the  department, 
establish  and  maintain  quarantines; 

(h)   As  prescribed  by  rules  adopted  by  the  department, 
supervise  the  disinfection  of  places  at  the  expense  of  the  local 
board  when  a  period  of  quarantine  ends; 

(i)   Notify  the  department  of  his  appointment  and  changes 
in  membership  of  the  local  boards; 


(j)   File  a  complaint  with  the  appropriate  court  if  this 
chapter  or  rules  adopted  by  the  local  board  or  state  department 
under  this  chapter  are  violated. 

(2)  With  approval  of  the  department,  local  health 
officers  may  forbid  persons  to  assemble  in  a  place  if  the 
assembly  endangers  public  health. 

(3)  A  local  health  officer,  who  is  a  physician,  may  be 
placed  in  charge  of  a  communicable  disease  hospital,  but  a 
local  health  officer,  who  is  a  physician,  is  not  required  to  act 
as  a  physician  to  the  indigent.   A  local  health  officer,  who 

is  not  a  physician,  shall  not  act  as  a  physician  to  anyone. 

69-4511.   LOCAL  HEALTH  OFFICERS  -  APPOINTMENT.   If  the 
county  commissioners,  or  governing  body  of  a  first  or  second 
class  city,  do  not  appoint  a  health  officer,  the  department 
may  appoint  a  health  officer  thirty  (30)  days  after  notification 
in  writing  has  been  given  to  the  county  commissioners  or 
governing  body  of  the  city.   A  health  officer  appointed  by  the 
department  has  the  same  authority  as  a  health  officer  appointed 
by  a  local  board. 

69-4512.   VISITING  NURSES.   (1)   A  local  board  may 
employ  a  qualified  nurse  for  nursing  services  to  persons  under 
a  physician's  care  who  are  confined  to  their  homes.   Before 
nursing  services  are  provided,  a  physician  must: 

(a)  determine  that  the  person  needs  the  services  of 
a  visiting  nurse; 

(b)  direct  the  nurse  to  visit  the  person; 

(c)  specify  the  type  and  duration  of  services  to  be 
performed  by  the  nurse. 

(2)   Persons  shall  pay  for  the  services  at  rates  set 
by  the  local  board.   Local  boards,  on  behalf  of  persons 
receiving  services,  may  accept  payment  from  persons  or  public 
agencies  either  directly  from,  or  by  contract  with,  the  person 
or  agency.   All  payments  received  shall  be  deposited  in  a 
special  county  or  city  fund  and  used  to  defray  expenses  of 
providing  the  service. 
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69-4  513.   HEALTH  OFFICERS  -  ASSISTANCE  OF  PEACE  OFFICERS 
IN  ENFORCING  LAW.   A  State  or  local  health  officer  may  request  a 
sheriff,  constable,  or  other  public  officer  to  assist  him  in 
carrying  out  the  provisions  of  this  chapter.   If  the  officer 
does  not  render  the  service,  he  is  guilty  of  a  misdemeanor  and 
may  be  removed  from  office. 

69-4514.   CASES  OF  COMMUNICABLE  DISEASE  -  REPORTS  BY 
PRACTITIONERS  OF  THE  HEALING  ARTS.   If  a  physician  or  other 
practitioner  of  the  healing  arts  examines  or  treats  a  person 
whom  he  believes  has  a  communicable  disease,  or  a  disease 
declared  reportable  by  the  department,  he  shall  immediately 
report  the  case  to  the  local  health  officer.   The  report  shall 
be  in  the  form, and  contain  information,  prescribed  by  the 
department . 

69-4515.   SMALLPOX  VACCINATION.   If  there  is  a  reason- 
able belief  that  smallpox  exists  or  may  exist,  the  department 
may  require  all  persons  frequenting  any  schoolhouse  within  the 
infected  or  threatened  district  to  be  vaccinated,  or  to  present 
evidence  of  successful  vaccination  with  cowpox.   Unless  a 
person  presents  evidence  of  vaccination,  it  is  unlawful  for 
him  to  enter  any  schoolhouse  in  the  district. 

69-4516.   DISEASED  PRISONERS  -  REMOVAL  FROM  JAIL  TO 
HOSPITAL  BY  LOCAL  HEALTH  OFFICER.   (1)   On  written  order  of 
a  local  health  officer,  a  diseased  prisoner  who  is  held  in  a 
;]ail  and  who  is  considered  dangerous  to  the  health  of  other 
prisoners,  may  be  removed  to  a  hospital  or  other  place  of 
safety.   When  the  prisoner  recovers  from  the  disease,  he  shall 
be  returned  to  the  jail.   If  the  prisoner  was  committed  to  jail 
by  order  of  court,  the  order  for  removal  and  treatment  shall 
be  signed  by  the  local  health  officer  and  filed  with  the  court. 

(2)   A  prisoner  removed  to  a  hospital  or  clinic  for 
treatment  shall  not  be  considered  to  have  committed  and  escape. 

69-4  517.   OBSTRUCTING  LOCAL  HEALTH  OFFICER  IN  THE 
PERFORMANCE  OF  HIS  DUTIES  UNLAWFUL.   It  is  unlawful  to: 

(1)  hinder  a  local  health  officer  in  the  performance 
of  his  duties  under  this  chapter;  or 

(2)  remove  or  deface  any  placard  or  notice  posted  by 
the  local  health  officer;  or 

(3)  violate  a  quarantine  regulation. 

69-4518.   DEAD  ANIMALS  -  UNLAWFUL  DISPOSITION.   It  is 
unlawful  to: 

(1)   place  all  or  any  part  of  a  dead  animal  in  any 
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lake,  river,  creek,  pond,  reservoir,  road,  street,  alley,  lot, 
or  field;  or 

(2)  place  all  or  any  part  of  a  dead  animal  within  one 
mile  of  the  residence  of  any  person  unless  the  dead  animal  or 
part  of  a  dead  animal  is  burned  or  buried  at  least  two  (2)  feet 
underground;  or 

(3)  being  the  owner,  permit  all  or  any  part  of  a  dead 
animal  to  remain  in  the  places  specified  in  subsections  (1)  and 
(2)  of  this  section  except  as  provided  in  subsection  (2)  of  this 
section; 

(4)  every  twenty-four  (24)  hours  that  a  dead  animal  or 
part  of  a  dead  animal  remains  in  the  places  specified  in  sub- 
sections (1)  and  (2)  of  this  section  except  as  provided  in 
subsection  (2)  of  this  act  is  a  separate  violation. 

69-4519.   PENALTY.   (1)   If  a  person  refuses  or  neglects 
to  comply  with  a  written  order  of  a  state  or  local  health 
officer  within  a  reasonable  time  specified  in  the  order,  the 
state  or  local  health  officer  may  cause  the  order  to  be  complied 
with  and  initiate  an  action  to  recover  any  expenses  incurred 
from  the  person  who  refused  or  neglected  to  comply  with  the 
order.   The  action  to  recover  expenses  shall  be  brought  in  the 
name  of  the  city  or  county. 

(2)  A  person  who  does  not  comply  with  rules  adopted  by 
a  local  board  is  guilty  of  a  misdemeanor.   On  conviction,  he 
shall  be  fined  not  less  than  ten  dollars  ($10)  nor  more  than 
fifty  dollars  ($50)  . 

(3)  Except  as  provided  in  subsections  (1)  and  (2)  of 
this  section,  a  person  who  violates  the  provisions  of  this 
chapter,  or  rules  adopted  by  the  department  under  the  provisions 
of  this  chapter,  is  guilty  of  a  misdemeanor.   On  conviction, 

he  shall  be  fined  not  less  than  ten  dollars  ($10)  nor  more 
than  five  hundred  dollars  (?500),  imprisoned  for  not  more  than 
ninety  (90)  days,  or  both. 

(4)  Each  day  of  violation  constitutes  a  separate 
offense.   Fines  shall  be  paid  to  the  county  treasurer  of  the 
county  in  which  the  violation  occurs. 
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PROPOSED  LAW 

RELATING  TO  LOCAL  HEALTH  DEPARTMENTS 

(AS  PRESENTED  TO  THE  1977  LEGISLATURE) 
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TITLE  4  7A 

CHAPTER  8 ,  PART  3 

PUBLIC  HEALTH 


47A-8-30i.   POLICY  AND  PURPOSE.   It  is  the  policy  of 
the  state  of  Montana  to  ensure  that  all  its  citizens  are  protected 
against  disease,  disability,  and  unsanitary  conditions  through 
the  adequate  provision  of  quality  preventive  health  and  sanita- 
tion services. 

47A-8-302.   GENERAL  PROVISIONS  APPLY.   A  local  government 
providing  public  health  services  shall  proceed  under  the  provi- 
sions of  this  title,  except  that  the  specific  powers,  procedures, 
and  instructions  contained  in  this  part,  Title  69,  and  other 
state  laws  shall  be  considered  additional  powers  and  additional 
requirements  or  to  supersede  other  provisions  of  this  title. 

47A-8-303.  GENERAL  DEFINITIONS.  In  this  title,  unless 
otherwise  provided  or  the  context  requires  a  technical  or  other 
interpretation,  the  following  definitions  apply: 

(1)  "Board"  means  a  local  board  of  health  which  is 
either  a  county  board  or  a  district  board  comprised  of  member- 
ship from  two  or  more  contiguous  counties. 

(2)  "Department"  means  the  department  of  health  and 
environmental  sciences. 

(3)  "Environmental  health  services"  means  those  services 
provided  by  a  public  agency  by  means  of  sanitarian  services  that 
are  directed  toward  promoting  sanitation,  controlling  or 
eradicating  environmental  pollution,  and  maintaining  a  healthful 
environment  for  the  general  public. 

(4)  "Local  health  officer"  means  a  physician  or 
nonphysician  county  or  district  health  officer. 

(5)  "Local  health  department"  means  either  a  local 
board  of  health  or  a  local  health  officer,  whichever  has  been 
designated  by  the  county  governing  body  to  administer  the  local 
public  health  program  defined  in  47A-8-304  and  any  additional 
public  health  programs  and  services  provided  according  to  local 
needs  and  priorities. 

(6)  "Personal  health  services"  means  those  services 
provided  by  a  public  agency  by  means  of  public  health  nursing 
and  other  professional  and  ancillary  services  that  are 
directed  toward  promoting  and  maintaining  optimum  health 

and  preventing  illness  among  the  general  public. 
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(7)   "Public  health  personnel"  means  all  employees 
whose  services  have  been  obtained  by  the  local  health  depart- 
ment to  provide  the  local  public  health  program,  including 
the  local  health  officer  if  the  program  is  administered  by  a 
local  board  of  health. 

4  7A-8-304.   LOCAL  PUBLIC  HEALTH  PR0GRAJ4  DEFINED.   There 
shall  be  a  local  public  health  program  provided  by  each  county 
which  may  include  but  not  necessarily  be  limited  to  the 
following : 

(1)   the  services,  at  least  part-time,  of  a  local 
health  officer; 


nursing: 


(2)  community  health  nursing,  including  home  health 

(3)  school  nursing; 

(4)  sanitarian  services; 

(5)  health  and  nutrition  education;  and 

(6)  dental  health  education  and  services. 

47A-8-305.   STRUCTURE.   (1)   The  local  health  depart- 
ment may  be  administered  by  either  a  local  health  officer  or 
a  local  board  of  health  to  be  appointed  in  the  manner  provided 
by  the  plan  of  government. 

(2)  If  a  board  is  formed,  it  may  be  either: 

(a)  a  county  board  of  health  created  by  ordinance;  or 

(b)  a  district  board  of  health  created  by  interlocal 
agreement  with  at  least  one  member  appointed  by  each 
participating  county. 

(3)  Board  membership  shall  include  the  following 
individuals : 

(a)  no  more  than  one  member  of  the  county  governing 
body  from  each  participating  county; 

(b)  at  least  one  member  to  represent  the  interests  of 
the  municipalities  within  the  county; 

(c)  a  physician  licensed  to  practice  medicine  in 
Montana,  if  available  in  the  county  and  if  he  wishes  to 
serve,  and  if  not,  some  other  health  professional; 

(d)  at  least  one  representative  of  the  schools  within 
the  county;  and 
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(e)   additional  members  to  be  selected  to  represent 
a  reasonable  cross  section  of  the  community. 

(4)  Except  for  provisions  contained  in  this  part, 
appointments  to  boards  shall  comply  with  47A-3-404. 

(5)  No  public  health  personnel  employed  by  the  local 
health  department  may  be  designated  as  members  of  the  board 
for  that  county. 

(6)  If  a  district  board  of  health  is  formed,  the 
governing  bodies  of  all  participating  counties  shall  mutually 
agree  on  which  county  shall  appoint  each  of  the  individuals 
in  subsection  (3)  of  this  section. 

47A-8-306.   ADMINISTRATIVE  PROVISIONS.   (1)   The  board, 
if  any,  shall  meet  at  least  quarterly. 

(2)  Each  local  health  department  shall  obtain,  at 
least  part-time,  the  services  of: 

(a)  a  local  health  officer; 

(b)  a  nurse  licensed  under  Title  66,  section  1228, 
and  preferably  one  with  public  health  education  or  experience; 
and 

(c)  a  sanitarian  licensed  under  Title  69,  chapter  34. 

(3)  The  local  health  officer  shall  be  either  a 
physician  licensed  to  practice  medicine  in  Montana,  an  indiv- 
idual with  a  master's  degree  in  public  health,  or  an  individual 
with  appropriate  public  health  experience  as  determined  by  the 
department. 

(4)  If  a  nonphysician  health  officer  is  appointed,  all 
components  of  the  public  health  program  requiring  the  services 
of  a  physician  shall  either  be  obtained  from  a  physician 
employee  of  the  department  or  contracted  from  another  physician 
licensed  to  practice  medicine  in  Montana. 

(5)  The  county  governing  body  shall  provide,  by 
ordinance,  the  methods  by  which  public  health  personnel  are 
appointed,  supervised,  dismissed,  and  their  salaries  are 
established. 

(6)  Except  where  a  school  district  itself  provides 
school  nursing  services  in  accordance  with  Title  75,  section 
5934,  school  nursing  services  shall  be  provided  by  the  local 
health  department.   A  school  district  may  also  contract  with  a 
county  for  the  provision  of  school  nursing  services. 
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(7)  The  local  health  officer  shall  report: 

(a)  communicable  diseases  each  week  to  the  department; 

(b)  sanitary  conditions  within  the  jurisdiction  of 
the  local  health  department  each  month  to  the  board,  if  any, 
or  the  county  governing  body  and  to  the  department;  and 

(c)  general  public  health  conditions  and  activities  in 
the  areas  of  personal  and  environmental  health  services  conducted 
within  the  jurisdiction  of  the  local  health  department  each 
month  to  the  board,  if  any,  or  the  county  governing  body  and 

to  the  department. 

(8)  Reports  shall  be  submitted  on  forms  provided  by 
the  department  and  contain  information  required  by  the  depart- 
ment. 

(9)  Each  county  shall  provide  adequate  office  space 
for  local  public  health  personnel. 

4  7A-8-307.   FUNCTIONS,  POWERS,  AND  DUTIES  OF  LOCAL 
HEALTH  DEPARTMENTS.   (1)   A  local  health  department  shall: 

(a)  provide  for  a  program  of  public  health  services 
which  may  include  those  services  defined  in  47A-8-304; 

(b)  employ  the  minimum  qualified  staff  necessary  to 
conduct  the  public  health  program  in  accordance  with  the 
provisions  of  47A-8-306  (2); 

(c)  provide  annually  to  the  department  a  budget  and 
a  detailed  program  plan  for  the  local  health  department. 

(2)   A  local  health  department  may: 

(a)  hire  personnel  in  addition  to  those  required  in 
47A-8-306(2)  to  assist  with  the  provision  of  the  public  health 
program; 

(b)  initiate  and  implement  programs  and  measures 
other  than  those  defined  in  47A-8-304  to  enhance  the  general 
public  health  within  the  jurisdiction  of  the  local  health 
department ; 

(c)  solicit  and  accept  funds  from  the  federal  govern- 
ment or  from  any  other  agency  or  individual  for  the  purpose 

of  conducting  public  health  programs.   If  a  local  health 
officer  administers  the  local  health  department,  the 
acceptance  of  funds  is  contingent  upon  the  approval  of  the 
county  governing  body. 


146 


(d)  contract  with  another  county  or  agency  to 
perform  all  or  portions  of  the  public  health  program; 

(e)  adopt  rules,  fees,  and  permit  systems  for: 

(i)   the  control  and  disposal  of  sewage  from  private 
and  public  buildings  not  currently  connected  to  any  municipal 
system; 

(ii)  the  regulation  and  control  of  sanitary  conditions 
in  establishments  licensed  by  the  state  under  Title  27, 
chapter  6;  Title  34,  chapter  3;  and  Title  69,  chapter  56; 

(f)  adopt  other  rules  which  do  not  conflict  with  the 
rules  of  the  department  but  which  are  necessary  to  the 
provision  of  the  public  health  program  and  to  the  implementa- 
tion of  state  laws  and  rules  relating  to  public  health.   These 
rules  may  include  but  are  not  limited  to: 

(i)   the  control  of  communicable  diseases; 

(ii)   sanitation,  heating,  ventilation,  water  supply, 
and  waste  disposal  in  public  buildings  and  public  accommoda- 
tions; and 

(iii)   other  environmental  and  personal  health  services. 

(g)  take  any  action,  including  legal  action,  necessary 
to  meet  an  emergency  endangering  the  public  health  or  to 
restrain  the  violation  of  public  health  laws,  ordinances,  or 
rules  being  violated  within  the  jurisdiction  of  the  local  health 
department;  and 

(h)   provide  public  health  services  to  residents  of 
Indian  reservations  which  are  contiguous  to  the  jurisdiction 
of  the  local  health  department  at  the  same  level  and  under 
the  same  conditions  as  those  provided  to  any  other  residents 
of  the  state.   In  order  to  receive  these  services,  residents 
and  tribal  councils  of  Indian  reservations  must  comply  with 
all  rules  adopted  by  the  local  health  department  and  all 
public  health  laws  and  rules  of  the  department.   The  local 
health  department  may  charge  the  tribal  council  for  the  costs 
of  providing  these  services. 

(3)  If  the  rules  adopted  under  the  provisions  of 
subsections  (2)  (e)  and  (2)  (f)  of  this  section  are  not 
adopted  by  a  board,  the  adoption  of  the  rules  is  contingent 
upon  the  approval  of  the  county  governing  body. 

(4)  The  local  health  officer,  with  the  concurrence  of 
the  board,  if  any,  or  the  county  governing  body  and  the 
assistance  of  other  local  public  health  personnel,  shall: 
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(a)  keep  the  department  informed  of  changes  in  the 
membership  of  the  board,  if  any,  and  changes  in  personnel 
employed  by  the  local  health  department; 

(b)  make  inspections  and  otherwise  ensure  sanitary 
conditions  in  the  jurisdiction  of  the  local  health  department. 
Establishments  to  be  inspected  shall  include  but  are  not 
necessarily  limited  to  the  following: 

(i)   food  service  establishments; 

(ii)   lodging  establishments; 

(iii)   tourist  campgrounds  and  trailer  courts; 

"(iv)   schoolhouses ; 

(v)   churches; 

(vi)   theaters; 

(vii)   jails;  and 

(viii)  other  buildings  or  facilities  where  persons 
assemble; 

(c)  guard  against  the  introduction  and  spread  of 
communicable  diseases; 

■ (d)   conduct  other  environmental  and  personal  health 
programs  as  required  by  law  and  rules  of  the  department; 

(e)  cooperate  with  the  department  in  the  provision 
of  statewide  programs;  and 

(f)  submit  reports  in  accordance  with  47A-8-306  (7). 

(5)   The  local  health  officer,  with  the  concurrence 
of  the  board,  if  any,  or  the  county  governing  body  and  the 
assistance  of  other  local  public  health  personnel,  may: 

(a)  establish  and  maintain  quarantines  and  take  other 
measures  to  guard  against  the  spread  of  communicable  diseases; 

(b)  isolate  persons,  animals, and  objects  which  are 
infected  or  suspected  of  being  infected  with  a  communicable 
disease  which  is  a  threat  to  human  health; 

(c)  disinfect  places  when  a  period  of  quarantine  ends; 

(dj   forbid  persons  to  assemble  if  the  assembly 
endangers  the  public  health; 
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(e)  validate  state  licenses  issued  by  the  department 
in  accordance  with  27-613,  34-303,  and  69-5604; 

(f)  abate  nuisances  affecting  the  public  health  and 
safety; 

(g)  make  full  use  of  the  consultative  services, 
technical  assistance,  and  continuing  education  services 
available  from  the  department; 

(h)   with  the  concurrence  or  upon  the  request  of  the 
chief  law  enforcement  administrator,  remove  a  diseased 
prisoner  who  is  held  in  jail  and  whose  condition  is  in  need 
of  medical  treatment  or  is  considered  dangerous  to  the  health 
of  other  prisoners  to  a  hospital  or  other  secure  place  where 
he  may  be  treated  and  return  the  prisoner  to  jail  when  he  is 
cured; 

(i)   issue  a  written  order  to  close  for  up  to  72 
hours  an  establishment  licensed  under  Title  27,  chapter  6; 
Title  34,  chapter  3;  and  Title  69,  chapter  56,  the  sanitary 
conditions  of  which,  in  the  opinion  of  the  health  officer, 
are  an  imperative  threat  to  the  public  health  and  require 
emergency  action.   The  local  health  officer  shall  offer  the 
proprietor  of  the  establishment  a  plan  for  improvement  of 
the  conditions  which  caused  the  closure;  if  the  improvements 
are  made,  the  order  for  closure  may  be  rescinded  within  the 
72-hour  period,  but  in  no  event  may  such  closure  exceed  72 
hours . 

(j)   collect  fees;  and 

(k)   request  a  law  enforcement  officer  or  another  public 
official  to  assist  in  carrying  out  the  provisions  of  this 
chapter.   The  official  shall  render  the  services  as  requested. 

4  7A-8-30  8.   ROLE  OF  DEPARTMENT,   (1)   The  department 
shall  develop  manuals  and  handbooks  for  optional  use  by  local 
health  departments,  local  health  officers,  and  other  local 
public  health  personnel.   The  manuals  and  handbooks  shall 
include  but  not  necessarily  be  limited  to  the  following: 

(a)  an  appropriate  local  public  health  program  which 
may  include  but  not  necessarily  be  limited  to  those  services 
defined  in  47A-8-304  and  which  takes  into  account  both  the 
rural  and  urban  characteristics  of  local  health  departments 
in  Montana  and  available  manpower  and  financial  resources  as 
well  as  available  private  medical  and  health  services  and 
facilities  throughout  the  state; 

(b)  a  recommended  minimum  fee  schedule  for  personal 
health  services,  basing  the  schedule  on  actual  costs  and 
providing  for  a  sliding  scale  based  on  income; 
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(c)  the  format  and  content  of  budgets  and  program 
plans  required  as  a  condition  of  receiving  state  and  federal 
revenues  for  public  health  services  and  programs; 

(d)  the  content  of  training  and  continuing  education 
programs  which  the  department  shall  conduct  for  local  public 
health  personnel;  and 

(e)  the  content  of  standard  reporting  forms  required 
periodically  of  local  health  departments  by  the  department. 

(2)  In  developing  the  content  of  the  manuals  or 
handbooks  or  any  rules  affecting  local  health  departments, 
the  department  shall  solicit  formal  comment  and  suggestions 
from  local  health  officers,  boards,  if  any,  and  other  local 
public  health  personnel. 

(3)  The  department  shall  annually  evaluate  the  staff 

of  and  services  and  programs  provided  by  local  health  departments 
and  by  school  districts  which  provide  their  own  school  nursing 
services.   Public  health  programs  and  services  provided  by 
other  agencies  shall  also  be  evaluated  by  the  department  if 
local  funds  in  any  proportion  are  utilized  to  provide  the 
services.   The  report  on  the  evaluation  shall  be  made  available 
to  the  local  health  officer,  board,  if  any,  and  county  governing 
body. 

(4)  If,  in  the  opinion  of  the  department,  the  services 
of  the  minimum  required  staff  have  not  been  obtained  by  a 
county,  the  department  shall,  after  adequate  notice  has  been 
given  to  the  affected  county  or  school  district,  provide  the 
staff  services  itself.    The  department  may  then  submit  an 
itemized  billing  to  the  appropriate  county  or  school  district 
for  an  equitable  amount  of  the  county  or  school  district  share 
to  cover  the  costs  of  providing  the  services. 

(5)  In  order  to  fulfill  its  responsibility  of  providing 
supportive  services  to  local  health  departments,  the  department 
shall: 

(a)  provide  consultative  and  legal  services  and 
technical  assistance  in  the  formation  and  ongoing  operation 
and  administration  of  and  budgeting  for  the  local  health 
department; 

(b)  coordinate  between  all  bureaus  of  the  department 
all  contacts  with  and  visits  and  communications  to  counties, 
boards,  local  health  officers,  and  other  public  health 
personnel;  and 

(c)  actively  and  continuously  solicit  funds  available 
from  federal  and  other  agencies  for  use  by  local  health 
departments . 
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(6)   The  department  may: 

(a)  when  practicable  and  particularly  in  emergency 
public  health  situations,  provide  department  employees  on  a 
temporary  loan  basis  as  supplemental  staff  to  local  health 
departments;  and 

(b)  request  any  necessary  reports  of  local  health 
officers  and  other  local  public  health  personnel  in  addition 
to  those  required  in  47A-8-306 (7) .   The  department  should, 
however,  give  adequate  notice  about  the  due  date  and  adequate 
explanation  of  the  need  for  any  reports  it  intends  to  request. 

47A-8-309.   FINANCING.   (1)   Rather  than  providing 
direct  public  health  services  itself,  the  department  shall 
offer  any  available  financial  resources  to  local  health 
departments  to  provide  public  health  programs  which  are 
authorized  or  mandated  by  state  or  federal  law  and  whose 
purposes  are  to  provide  services  directly  to  the  citizens  of 
the  state.   Exceptions  to  this  are  the  following  programs: 

(a)  air  quality  programs; 

(b)  central  recording  of  vital  statistic  documents; 

(c)  departmental  consulting  and  reference  services 
available  to  local  public  health  personnel  and  boards; 

(d)  family  planning  programs; 

(e)  hospital  and  medical  facilities  licensing  and 
certification; 

(f)  specialized  medical  and  diagnostic  services; 

(g)  statewide  health  planning;  and 
(h)   water  quality  programs. 

(2)  If  the  local  health  department  does  not  wish  to 
provide  or  is  incapable  of  providing  any  program  offered  by 
the  department,  the  department  may  provide  the  program. 

(3)  Noncategorical  federal  moneys  which  are  appropria- 
ted to  the  state  for  distribution  to  local  health  departments, 
including  those  appropriated  under  Public  Law  94-63,  shall  be 
allocated  at  the  rate  of  at  least  45  cents  per  capita  of 
state  population  per  year  for  as  long  as  the  program  continues. 
This  amount  may  be  adjusted  if  the  total  federal  allocations 

to  Montana  increase  or  decrease  under  any  federal  programs  but 
not  less  than  70%  of  the  total  amount  received  from  the  federal 
government  under  Public  Law  94-63  shall  be  allocated  to  local 
health  departments.   The  minimum  amount  allocated  to  any  county 
shall  be  at  least  $800  per  year. 
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(4)  Except  for  a  school  district  which  provides  the 
minimum  school  nursing  services  itself  in  accordance  with 
75-5934,  each  elementary  and  secondary  school  district  shall 
appropriate  to  the  local  health  department  an  amount  to  be 
agreed  upon  by  the  school  district  and  the  county  for  the 
purpose  of   providing  school  nursing  services  and  for  other 
services  of  the  local  health  department  which  will  benefit  the 
schools  and  school  children. 

(5)  As  a  condition  of  receiving  state  revenues  or 
federal  revenues  allocated  to  the  state  for  public  health 
programs  and  services,  the  local  health  department  shall 
submit  the  proposed  and  adopted  annual  budget  and  a  detailed 
program  plan  to  the  department  annually.   No  conditions  other 
than  the  provisions  contained  in  this  chapter  and  federal 
merit  system  requirements  may  be  imposed  on  boards  as  require- 
ments for  eligibility  to  receive  state  and  federal  revenues. 

(6)  All  fees  collected  by  the  local  health  department 
shall  be  deposited  in  an  account  to  be  used  only  to  defray  the 
expenses  of  providing  the  program  of  the  local  health  department, 

(7)  All  fees  available  to  the  department  for  licenses, 
permits,  or  other  programs  shall  be  shared  with  local  health 
departments  if  the  local  health  department  has  assisted  with 
the  administration  of  the  program  from  which  the  fee  resulted. 
The  department  shall  share  an  appropriate  percentage  of  the 
fee  commensurate  with  the  local  health  department's  effort. 

(8)  Allocation  to  a  county  of  state  or  federal  block 
grant  aid  funds  is  contingent  upon  the  county  maintaining  its 
contribution  to  the  budget  of  the  local  health  department  at 
the  level  contributed  for  fiscal  year  1977. 
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PROPOSED  AMENDMENTS 
ELSEWHERE  IN  THE  LAW 

(AS  PRESENTED  TO  THE  1977  LEGISLATURE) 


NOTE:   New  material  is  underlined. 

Proposed  deletions  are  dashed-out, 
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TITLE  27,  CHAPTER  6  -  FOOD  SERVICE  ESTABLISHMENTS, 

MARKETS  &  MANUFACTURERS 


27-613.   LICENSES  REQUIRED  -  LIMITED  TO  PREMISES  - 
LOCAL  HEALTH  OFFICER  VALIDATION  -  PUBLICLY  OWNED  ESTABLISHMENTS 
EXEMPT  -  RIGHT  TO  LICENSE.   (1)   A  person  operating  an  establish- 
ment shall  procure  an  annual  license  from  the  department. 

(2)  A  separate  license  is  required  for  each  establish- 
ment, but  if  more  than  one  (1)  type  of  establishment  is  operated 
on  the  same  premises  and  under  the  same  management,  only  one  (1) 
license  is  required. 

(3)  Only  one  (1)  license  is  required  for  a  person 
owning  and  operating  one  (1)  or  more  vending  machines. 

(4)  No  license  issued  under  this  chapter  is  valid  until 
countersigned  by  the  local  health  officer  having  jurisdiction  in 
each  county  in  which  the  business  will  be  conducted.   The  depart- 
ment shall  refer  all  licenses  to  the  local  health  officer  for 
his  signature  prior  to  the  issuance  of  a  license  by  the  depart- 
ment.  The  initial  license  and  subsequent  renewals  shall  be 
invalid  until  the  validation  signature  is  affixed.   The  valida- 
tion signature  shall  be  affixed  only  after  the  local  health  officer 
is  satisfied  that  the  establishment  has  met  sanitary  conditions 
required  by  rules  of  the  department. 

-(4>  (5)   Licenses  expire  on  December  31  following  the 
date  of  issue  unless  canceled  for  cause. 

-(5>  (6)   Licenses  are  not  transferable  nor  applicable 
to  any  premises  other  than  that  for  which  the  license  was  issued. 

i^y    (7)   Establishments  owned  or  operated  by  the  state, 
or  a  political  subdivision  of  the  state,  are  exempt  from  licensure 
but  must  comply  with  the  requirements  of  this  chapter  and  rules 
adopted  by  the  department  under  this  chapter. 

i^y    (8)   Licenses  shall  be  granted  as  a  matter  of  right 
unless  grounds  for  denial  or  cancellation  exist. 
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TITLE  34,  CHAPTER  3  -  LICENSING  S,  REGULATION  OF 

LODGING  ESTABLISHMENTS 


34-303.   LICENSE  REQUIRED.   (1)_      Each  year,  every 
person  engaged  in  the  business  of  conducting  or  operating  a 
hotel,  motel,  tourist  home,  retirement  home  or  rooming  house, 
shall  procure  a  license  issued  by  the  department.   A  separate 
license  is  required  for  each  establishment;  however,  where 
more  than  one  of  each  type  of  establishment  is  operated  on  the 
same  premises  and  under  the  same  management,  only  one  license 
is  required  which  shall  enumerate  on  the  certificate  thereof 
the  types  of  establishments  licensed. 

(2)  Applications  for  a  license  shall  be  made  in 
writing  to  the  department  on  such  forms  and  with  such  pertinent 
information  as  it  considers  necessary. 

(3)  No  license  issued  under  this  chapter  is  valid 
until  countersigned  by  the  local  health  officer  having  juris- 
diction in  each  county  in  which  the  business  will  be  conducted. 
The  department  shall  refer  all  licenses  to  the  local  health 
officer  for  his  signature  prior  to  the  issuance  of  a  license 

by  the  department.   The  initial  license  and  subsequent  renewals 
shall  be  invalid  until  the  validation  signature  is  affixed. 
The  validation  signature  shall  be  affixed  only  after  the  local 
health  officer  is  satisfied  that  the  establishment  has  met 
sanitary  conditions  required  by  rules  of  the  department. 

(4 )  Existing  licenses  shall  be  renewed  as  a  matter  of 
right,  unless  conditions  exist  which  are  grounds  for  a  cancell- 
ation or  denial  of  a  license. 

(5)  If  determination  is  made  to  deny  an  initial 
application  for  a  license,  or  if  a  renewal  application  is 
denied  and  a  license  canceled,  the  denial  or  cancellation  shall 
be  preceded  by  written  notice  of  the  grounds  therefor  and  the 
opportunity  to  request  a  hearing  before  the  board  to  show 
cause  why  the  license  should  be  denied. 
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TITLE  69,  CHAPTER  41  -  BOARD  AND  DEPARTMENT  OF  HEALTH 

AND  ENVIRONMENTAL  SCIENCES  - 
POWERS  AND  DUTIES 


69-4110.   FUNCTIONS,  POWERS,  AND  DUTIES  OF  DEPARTMENT. 
The  department  shall: 

(1)  Study  conditions  affecting  the  citizens  of  the 
state  by  making  use  of  birth,  death,  and  sickness  records; 

(2)  Make  investigations,  disseminate  information, 
and  make  recommendations  for  control  of  diseases  and  improve- 
ment of  public  health  in  persons,  groups,  or  the  public; 

(3)  At  the  request  of  the  governor,  administer  any 
federal  health  programs  for  which  responsibilities  are 
delegated  to  states; 

(4)  Inspect  and  work  in  conjunction  with  custodial 
institutions  and  Montana  university  system  units,  periodically 
as  necessary,  and  at  other  times  on  request  of  the  governor; 

(5)  After  each  inspection  made  under  subsection  (4) 
of  this  5ection,  submit  a  written  report  on  sanitary  conditions 
to  the  governor  and  to  the  director  of  institutions  or  executive 
secretary  of  the  Montana  university  system  and  include  recommen- 
dations for  improvement  in  conditions,  if  necessary; 

(6)  Advise  state  agencies  on  location,  drainage,  water 
supply,  disposal  of  excreta,  heating,  plumbing,  sewer  systems, 
and  ventilation  of  public  buildings; 

(7)  Organize  laboratory  services  and  provide  equip- 
ment and  personnel  for  those  services; 

(8)  Develop  and  administer  activities  for  the  protec- 
tion and  improvement  of  dental  health  and  supervise  dentists 
employed  by  the  state--±eeai-beaifd9-ef-heal-th7  or  schools; 

(9)  Develop  and  administer  a  program  to  protect  the 
health  of  mothers  and  children; 

(10)  Conduct  health  education  programs; 

-fi±>---SHpe3fvi3e-9eheei-and-±©eai-pabi±e-heaith-nttJ?9e9 
±n-the-pei?fei?manee-of-the±3?-dtttie9r 

■(±3f     (11)       Consult   with   the    superintendent   of    public 
instruction   on    health   measures    for    schools; 
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6y-4il0  (Continued) 


i±3y    (12)   Develop  and  administer  a  program  for  services 
to  handicapped  children  including  diagnosis,  medical,  surgical 
and  corrective  treatment,  and  after-care  and  related  services; 

-(±4)---Sape3?v±9e-ieeai-beajfd9-©f-heaifchr 

•fiS^  (13)   Bring  actions  in  court  for  the  enforcement 
of  the  health  laws  and  defend  actions  brought  against  the  board 
or  department;  and 

■^^^^  (1*^)   Accept  and  expend  federal  funds  available 
for  public  health  services. 

-f±7>  (15)   Have  the  power  to  use  personnel  of  local 
departments  of  health  to  assist  in  the  administration  of  laws 
relating  to  public  health.   If  such  personnel  are  utilized  for 
these  purposes,  however,  local  health  departments  shall  be 
reimbursed  for  the  costs  involved  out  of  monies  from  any 
sources  available  to  the  department. 

(16)   Evaluate  programs  and  services  provided  by  local 
health  departments. 


I 

♦ 
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TITLE  69,  CHAPTER  56  -  TOURIST  CAMPGROUNDS  AND 

TRAILER  COURTS 


69-5604.   APPLICATION  FOR  LICENSE  -  FORM  AND  CONTENTS  - 
LICENSE  FEE  -  LOCAL  HEALTH  OFFICER  VALIDATION  -  DURATION  OF 
LICENSE.   (1)   Application  for  a  license  is  made  to  the  department 
on  forms,  and  containing  information,  required  by  the  department. 

(2 )  Each  application  shall  be  accompanied  by  a  fee  of 
twenty  dollars  ($20).   Fees  collected  by  the  department  shall  be 
deposited  in  the  state  general  fund. 

(3)  No  license  issued  under  this  chapter  is  valid 
until  countersigned  by  the  local  health  officer  having  jurisdic- 
tion in  each  county  in  which  the  business  will  be  conducted.   The 
department  shall  refer  all  licenses  to  the  local  health  officer 
for  his  signature  prior  to  the  issuance  of  a  license  by  the 
department.   The  initial  license  and  subsequent  renewals  shall 

be  invalid  until  said  validation  signature  is  affixed.   The 
validation  signature  shall  be  affixed  only "after  the  local  health 
o fficer  is  satisfied  that  the  establishment  has  met  sanitary 
conditions  required  by  rules  of  the  department. 

(4)  Licenses  expire  on  December  31  of  the  year  in 
which  they  are  issued. 

i'i)-    (5)   Before  June  30  of  each  year,  the  department 
shall  pay  to  a  local  board  of  health  as  established  under 
seefci©n-69-4§e4--69-45e67-©3?-69-45e=7-  chapter  8,  Title  47A, 
an  amount  from  any  general  fund  appropriation  to  the  department 
which  is  for  the  purpose  of  inspecting  establishments  licensed 
under  this  act;  provided,  however,  that  there  is  a  functioning 
local  board  of  health,  and  that  the  local  board  of  health, 
local  health  officers,  and  sanitarians  assist  in  the  enforcement 
of  the  provisions  of  this  chapter  and  the  rules  adopted  under  it. 

-f3t  (6)   Before  June  1  of  each  year,  the  local  board 
of  health  shall  submit  to  the  department  a  list  of  the  estab- 
lishments in  each  jurisdiction  which  are  licensed  under  this 
section.   The  funds  received  by  the  local  board  of  health  shall 
be  deposited  with  the  appif©priate-ieeai-f iaeai-aothoififey 
county  treasurer  and  shall  be  in  addition  to  the-iunds-apprep- 
if±ated-«ndei?-9eet±©n-6y-4b98  other  funds  available  to  the  local 
board  of  health. 
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TITLE  69,  CHAPTER  57  -  GENERAL  PENALTY 


69-5701.   VIOLATIONS  OF  PUBLIC  HEALTH  LAWS  OR  RULES. 
(1)   If  a  person  refuses  or  neglects  to  comply  with  a  written 
order  of  a  state  or  local  health  officer  or  other  local  public 
health  personnel  acting  in  the  performance  of  their  duties 
within  a  reasonable  time  specified  in  the  ordeF,  tFe  state  or 
local  health  officer  may  eaH9e-the-eifdei?-t©-be-eeiflpiied-wi:fchj_ 

(a)  obtain  a  court  order  enforcing  compliance  with 
the  order;  or  '~~~~ 

(b)  if  the  conditions  indicate  an  imperative  threat 
to  public  health,  take  whatever  action  is  necessary  to  alle- 
viate the  conditions  which  prompted  the  order. 

(2)   The  state  or  local  health  officer  may  initiate 
an  action  to  recover  any  expenses  incurred  from  the  person  who 
refused  or  neglected  to  comply  with  the  order.   The  action  to 
recover  expenses  shall  be  brought  in  the  name  of  the  eity-er 
county  involved. 

(J)   No  person  may  hinder-a-i©ea±-heaith-©if ieef-tn 
the-peif€oi?manee-©f-h±9-dat±e9-©e  remove  or  deface  any  placard 
or  notice  posted  by  the  local  health  officer  or  other  local 
public  health  personnel  acting  in  the  performance  of  their 
duties  or  violate  a  quarantine  regulation. 

(4)  Anyone  who  knowingly  violates  a  public  health 
law  or  rule  adopted  by  the  board  of  health  and  environmental 
sciences;  the  department  of  health  and  environmental  sciences; 
or  a  local  board  of  health,  for  which  no  penalty  is  specified, 
is  guilty  of  a  misdemeanor. 

(5)  Each  day  of  violation  constitutes  a  separate 
offense.   Fines  shall  be  paid  to  the  county  treasurer  of  the 
county  in  v/hich  the  violation  occurs. 


NOTE:     This  proposed  section  is  a  combination  of  two  penalty 

provisions  in  chapter  45,  and  tne  existing  section  5701 
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TITLE  75,  CHAPTER  59  -  SCHOOL  DISTRICT  TRUSTEES 

AND  OFFICERS 


75-5934.   OTHER  POWERS  AND  DUTIES.   The  trustees 
of  any  district  shall  have  the  power  and  it  shall  be  its  duty: 

(1)  to  employ  and  dismiss  administrative  personnel, 
clerks,  secretaries,  teacher  aides,  custodians,  maintenance 
personnel,  school  bus  drivers,  food  service  personnel,  narsea- 
and  any  other  personnel  deemed  necessary  to  carry  out  the 
various  services  of  the  district; 

(2)  to  make  such  reports  from  time  to  time  as  the 
county  superintendent,  superintendent  of  public  instruction 
and  board  of  education  may  require; 

(3)  to  retain,  when  deemed  advisable,  a  physician 
er-jfegistered-narse  to  inspect  the-sanitajfy-eenditiens-ef 
the-seheei-ejf  the  general  health  conditions  of  each  pupil, 
and  upon  request  make  available  to  any  parent  or  guardian 
any  medical  reports  or  health  records  maintained  by  the 
district  pertaining  to  his  child; 

(4)  to  retain  the  services,  at  least  part-time,  of 
a  registered  professional  nurse  to  provide  a  program  of 
school  nursing  services.   If  school  nursing  services  are 
provided  by  the  local  health  department,  this  provision  does 
not  apply. 

iAj-    (5)   for  each  member  of  the  trustees,  to  visit 
each  school  of  the  district  not  less  than  once  each  school 
fiscal  year  to  examine  its  management,  conditions  and  needs; 
and 

iS^    (6)   procure  and  display  outside  daily  in 
suitable  weather  at  each  school  of  the  district  an  American 
flag  which  shall  be  not  less  than  four  (4)  feet  by  six  (6) 
feet. 
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SECTIONS  TO  BE  REPEALED 


69-4118  -  "Sanitary  inspections  of  schoolhouses ,  churches,  jails 
and  other  facilities  for  assemblages  of  persons"  (to 
become  a  local  health  officer  duty,  rather  than  a  state 
department  duty) 

69-4501  -  "Definitions"  (new  section  in  proposed  law) 

69-4502  -  "General  supervision  by  department  of  health  and  envi- 
ronmental sciences" 

69-4503  -  "Federal  funds  -  acceptance  -  allocation"  (the  state 
department  already  has  this  authority  in  chapter  41) 

69-4504  -  "County  boards  of  health  -  composition"  (new  section 
in  proposed  law) 

69-4505  -  "City  boards  of  health  -  first  and  second  class  cities  - 
appointment  of  members"  (proposed  law  does  not  provide 
for  city  boards  of  health) 

69-4506  -  "City-county  boards  of  health  -  appointment  of  members" 
(proposed  law  does  not  provide  for  city-county  boards 
of  health) 

69-4507  -  "District  boards  of  health  -  appointment  of  members" 
(new  section  in  proposed  law) 

69-4508  -  "Financing  of  local  boards  of  health  -  appropriations  - 
tax  levies"  (new  section  in  proposed  law) 

69-4508.1  -  "Legal  Adviser"  (new  section  in  proposed  law) 

69-4509  -  "Functions,  powers  and  duties  of  local  boards  of  health' 
(new  section  in  proposed  law) 

69-4510  -  "Local  health  officers  -  powers  and  duties"  (new 
section  in  proposed  law) 

69-4511  -  "Local  health  officers  -  appointment" 

69-4512  -  "Visiting  nurses"  (new  section  in  proposed  law) 

69-4513  -  "Health  officers  -  assistance  of  peace  officers  in 
enforcing  law"  (new  section  in  proposed  law) 

69-4515  -  "Smallpox  vaccination"  (state  department  says  section 
no  longer  needed) 

69-4516  -  "Diseased  prisoners  -  removal  from  jail  to  hospital 

by  local  health  officer"  (new  section  in  proposed  law) 
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SECTIONS  TO  BE  REPEALED  (Continued) 


69-4517  -  "Obstructing  local  health  officer  in  the  perforinance 
of  his  duties  unlawful"  (to  be  combined  with  other 
penalty  provisions  and  transferred  to  chapter  57 
relating  to  a  general  penalty  for  violation  of  public 
health  laws) 

69-4519  -  "Penalty"  (same  as  above) 
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SECTIONS  TO  BE  TRANSFERRED 


69-4514  -  To  be  transferred  to  Title  66,  chapter  10,  relating 
to  the  practice  of  medicine  -  to  be  renumbered 
as  66-1050.1: 

"CASES  OF  COMT-IUNICABLE  DISEASE  -  REPORTS  BY  PRACTI- 
TIONERS OF  THE  HEALING  ARTS.   If  a  physician  or 
other  practitioner  of  the  healing  arts  examines 
or  treats  a  person  whom  he  believes  has  a  communi- 
cable disease,  or  a  disease  declared  reportable  by 
the  department,  he  shall  immediately  report  the 
case  to  the  local  health  officer.   The  report  shall 
be  in  the  form  and  contain  information,  prescribed 
by  the  department." 


69-4518  -  To  be  transferred  to  Title  69,  chapter  40,  relating 
to  the  disposal  of  refuse  -  to  be  renumbered  as 
69-4U03.1: 

"DEAD  ANIMALS  -  UNLAWFUL  DISPOSITION.   It  is  unlawful 
■   to: 

(1)  place  all  or  any  part  of  a  dead  animal  in  any 
lake,  river,  creek,  pond,  reservoir,  road,  street, 
alley,  lot,  or  field;  or 

(2)  place  all  of  any  part  of  a  dead  animal  within 
one  mile  of  the  residence  of  any  person  unless  the 
dead  animal  or  part  of  a  dead  animal  is  burned  or 
buried  at  least  two  (2)  feet  underground;  or 

(3)  being  the  owner,  permit  all  or  any  part  of  a 
dead  animal  to  remain  in  the  places  specified  in 
subsections  (1)  and  (2)  of  this  section  except 

as  provided  in  subsection  (2)  of  this  section; 

(4)  every  twenty-four  (24)  hours  that  a  dead 
animal  or  part  of  a  dead  animal  remains  in  the 
places  specified  in  subsections  (1)  and  (2)  of 
this  section  except  as  provided  in  subsection  (2) 
of  this  act  is  a  separate  violation." 
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APPENDIX    C 
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PUBLIC  HEALTH  SERVICES  IN  MONTANA 
BY  COUNTY 


BEAVERHEAD:   Five  member  county  board  ot  health 
Part-time  health  ofticer 
1  full-time  community  health  nurse 
1  Aging  Services  Program  nurse 

1  full-time  sanitarian 

BIG  HORN:     Five  member  county  board 
Part-time  health  officer 

2  full-time  community  health  nurses 

3  school  nurses 

1  Aging  Services  Program  nurse 

1  part-time  sanitarian  (serves    2  other  counties) 

BLAINE:       Five  member  county  board 
Part-time  health  officer 
1  school  nurse 
1  part-time  sanitarian  (serves  1  other  county) 

BROADWATER:   Five  member  county  board 
Part-time  health  officer 
1  part-time  community  health  nurse 
Home  health  care  services  (provided  by  West-Mont 
in  Helena) 

1  part-time  sanitarian  (serves  1  other  county) 

CARBON:       Five  member  county  board 
Part-time  health  officer 

2  Old  West  Commission  Project  nurses 

1  part-time  sanitarian  (serves  1  other  county) 

CARTER:       Five  member  county  board 
Part-time  health  officer 
(no  nurses) 
1  part-time  sanitarian  (serves  3  other  counties) 

CASCADE:      Seven  member  city-county  board 
Full-time  health  officer 
13  full-time  community  health  nurses 

6  school  nurses 

Home  health  care  services  (2  programs) 

1  Headstart  nurse 

1  nurse,  Heart  Diagnostic  Center 

7  full-time  sanitarians 

(plus  various  other  ancillary  public  health  personnel) 


NOTE :  These  figures  were  approximations  even  when  they 
were  first  compiled.  Due  to  the  mobility  of  the 
personnel,  they  can  and  do  change  almost  weekly. 
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CHOUTEAU:     Five  member  county  board 
Part-time  health  officer 
1  full-time  community  health  nurse 
1  part-time  sanitarian  (serves  1  other  county) 

CUSTER:       Seven  member  city-county  board 
Part-time  health  officer 
1  full-time  community  health  nurse 
1  school  nurse 
1  part-time  sanitarian  (serves  3  other  counties) 

DANIELS:      Five  member  county  board 
Part-time  health  officer 
(no  nurses) 
1  part-time  sanitarian  (serves  2  other  counties) 

DAWSON:       Six  member  city-county  board 
Part-time  health  officer 
1  full-time  community  health  nurse 
1  school  nurse 

1  part-time  sanitarian  (serves  4  other  counties) 

DEER  LODGE:  Five  member  county  board 
Part-time  health  officer 

2  school  nurses 

1  Headstart  nurse 

2  Aging  Services  Program  nurses 

1  part-time  sanitarian  (serves  2  other  counties) 

FALLON:  Four  member  county  board 
Part-time  health  officer 
1  Old  West  Commission  Project  nurse 

1  part-time  sanitarian  (serves  3  other  counties) 

FERGUS:       Participant  in  6  county,  6  member  district  board 
Part-time  health  officer  (serves  all  6  counties) 

2  full-time  community  health  nurses  (serve  only  Fergus; 

1  school  nurse  (serves  only  Fergus) 

3  full-time  sanitarians  (serve  all  6  counties) 

FLATHEAD:  Five  member  county  board 
Part-time  health  officer 

2  full-time  community  health  nurses 
1  part-time  community  health  nurse 
5  school  nurses 

Home  health  care  services 

1  Headstart  nurse 

5  full-time  sanitarians 
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GALLATIN:     Five  member  city-county  board 
Part-time  health  officer 
6  full-time  community  health  nurses 

2  school  nurses 

3  full-time  sanitarians 
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GARFIELD:     Five  member  county  board 
Part-time  health  officer 
1  part-time  community  health  nurse 
(no  sanitarians) 


GLACIER:     (No  board  of  health) 

Part-time  health  officer 

1  part-time  community  health  nurse 

2  school  nurses 

1  part-time  sanitarian  (serves  1  other  county) 


GOLDEN  VALLEY: 


GRANITE: 


HILL: 


JEFFERSON: 


JUDITH  BASIN: 


LAKE: 


Participant  in  6  county,  6  member  district  board 
Part-time  health  officer  (serves  all  6  counties) 
(no  nurses) 
3  full-time  sanitarians  (serve  all  6  counties) 


Five  member  county  board 
Part-time  health  officer 

1  part-time  community  health  nurse 

2  school  nurses 

1  part-time  sanitarian  (serves  2  other  counties) 

Five  member  county  board 
Part-time  health  officer 

1  full-time  community  health  nurse 

2  school  nurses 

1  part-time  sanitarian  (serves  1  other  county) 

Five  member  county  board 
Part-time  health  officer 

2  part-time  community  health  nurses 

3  school  nurses 

Home  health  care  services  (provided  by  West-Mont 
in  Helena) 

1  part-time  sanitarian  (serves  1  other  county) 

Participant  in  6  county,  6  member  district  board 
Part-time  health  officer  (serves  all  6  counties) 

2  part-time  community  health  nurses  (serve  only 

Judith  Basin  County) 

3  full-time  sanitarians  (serve  all  6  counties) 

Six  member  county  board 
Part-time  health  officer 

2  part-time  community  health  nurses 
1  school  nurse 

1  Aging  Services  Program  nurse 

3  full-time  sanitarians 
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LEWIS  &  CLARK:   Seven  member  city-county  board 
Full-time  health  officer 
4  full-time  community  health  nurses 

4  school  nurses 

Home  health  care  services 
1  Headstart  nurse 

5  nurses.  Children  &  Youth  Project 
3  full-time  sanitarians 

(plus  various  other  ancillary  public  health 
personnel) 

LIBERTY:      Three  member  county  board 
Part-time  Health  Officer 
1  full-time  community  health  nurse 
1  part-time  sanitarian  (serves  1  other  county) 

LINCOLN:      Nine  member  county  board 
(no  health  officer) 

1  full-time  community  health  nurse 
3  school  nurses 
1  full-time  sanitarian 

MADISON:      Five  member  county  board 
Part-time  health  officer 
3  Aging  Services  Program  nurses 
(no  sanitarians) 

MCCONE:       Six  member  county  board 
Part-time  health  officer 
1  part-time  community  health  nurse 
1  part-time  sanitarian  (serves  4  other  counties) 

MEAGHER:      Five  member  county  board 
Part-time  health  officer 
(no  nurses) 
1  part-time  sanitarian  (serves  2  other  counties) 


MINERAL: 


MISSOULA: 


Five  member  county  board 
Part-time  health  officer 

I  part-time  community  health  nurse 
(sanitarian  services  provided  under  contract 

with  Missoula  City-County  Health  Department) 

Five  member  city-county  board 
Full-time  health  officer 

II  full-time  community  health  nurses 

4  school  nurses 

Home  health  care  services 

1  nurse,  Western  Montana  Comprehensive  Development 

Center 
1  nurse,  Missoula  Crippled  Children  &  Adult  Rehab. 
1  nurse,  Seeley  Lake  Special  Nursing  Project 

5  full-time  sanitarians 

(plus  various  other  ancillary  public  health  pers.) 
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MUSSELSHELL:   Participant  in  6  county,  6  member  district  board 
Part-time  health  officer  (serves  all  6  counties) 
1  school  nurse  (serves  only  Musselshell) 
3  full-time  sanitarians  (serve  all  6  counties) 

PARK:        Five  member  city-county  board 
Part-time  health  officer 

2  school  nurses 

1  part-time  sanitarian  (serves  2  other  counties) 

PETROLEUM:  Participant  in  6  county,  6  member  district  board 
Part-time  health  officer  (serves  all  6  counties) 
(no  nurses) 

3  full-time  sanitarians  (serve  all  6  counties) 

PHILLIPS:    Five  member  county  board 
Part-time  health  officer 
1  full-time  community  health  nurse 
1  school  nurse 
1  part-time  sanitarian  (serves  1  other  county) 

PONDERA:     Five  member  county  board 
Part-time  health  officer 
1  full-time  community  health  nurse 
1  school  nurse 
1  part-time  sanitarian  (serves  1  other  county) 

POWDER  RIVER:   Five  member  county  board 
Part-time  health  officer 
1  full-time  community  health  nurse 
1  part-time  sanitarian  (serves  3  other  counties) 

POWELL:  Five  member  county  board 
Part-time  health  officer 
1  school  nurse 

3  Aging  Services  Program  nurses 

1  part-time  sanitarian  (serves  2  other  counties) 

PRAIRIE:     Five  member  county  board 
Part-time  health  officer 
(no  nurses) 
1  part-time  sanitarian  (serves  4  other  counties) 

RAVALLI:  Five  member  county  board 
Part-time  health  officer 

4  full-time  community  health  nurses 
Home  health  care  services 

1  full-time  sanitarian 

RICHLAND:    Six  member  county  board 
Part-time  health  officer 
1  full-time  community  health  nurse 
Home  health  care  services 
1  part-time  sanitarian  (serves  4  other  counties) 
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ROOSEVELT:   Five  member  county  board 
Part-time  health  officer 
1  full-time  community  health  nurse 
1  Aging  Services  Program  nurse 
1  part-time  sanitarian  (serves  2  other  counties) 

ROSEBUD:  Nine  member  county  board 
Part-time  health  officer 
1  full-time  community  health  nurse 

1  Old  West  Commission  Project  nurse 

2  full-time  sanitarians 

SANDERS:  Five  member  county  board 
(no  health  officer) 

1  full-time  community  health  nurse 
1  part-time  sanitarian 

SHERIDAN:  Five  member  county  board 
Part-time  health  officer 
1  full-time  community  health  nurse 

1  part-time  sanitarian  (serves  2  other  counties) 

SILVER  BOW:  Seven  member  city-county  board 
Full-time  health  officer 

2  full-time  community  health  nurses 
9  school  nurses 

Home  health  care  services 

1  Headstart  nurse 

1  OEO  nurse 

1  full-time  sanitarian 

(plus  various  other  ancillary  public  health  personnel) 


I 


STILLWATER; 


SWEET  GRASS 


TETON : 


TOOLE ; 


Five  member  county  board 

Part-time  health  officer 

1  school  nurse 

1  part-time  sanitarian  (serves  1  other  county) 

;   Five  member  county  board 
Part-time  health  officer 
(no  nurses) 
1  part-time  sanitarian  (serves  2  other  counties) 

Five  member  county  board 

Part-time  health  officer 

1  full-time  community  health  nurse 

1  part-time  sanitarian  (serves  1  other  county) 

Five  member  county  board 

Part-time  health  officer 

1  full-time  community  health  nurse 

1  Aging   Services  Program  nurse 

1  part-time  sanitarian  (serves  1  other  county) 
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TREASURE:    Five  member  county  board 
Part-time  health  officer 
1  part-time  community  health  nurse 
1  part-time  sanitarian  (serves  2  other  counties) 

VALLEY:      Three  member  county  board 
Part-time  health  officer 
1  full-time  community  health  nurse 
1  school  nurse 

1  Old  West  Commission  Project  nurse 
1  part-time  sanitarian  (serves  1  other  county) 

WHEATLAND:   Participant  in  6  county,  6  member  district  board 
Part-time  health  officer  (serves  all  6  counties) 
(no  nurses) 
3  full-time  sanitarians  (serve  all  6  counties) 

WIBAUX:      Five  member  county  board 
Part-time  health  officer 
1  part-time  community  health  nurse 
1  part-time  sanitarian  (serves  4  other  counties) 

YELLOWSTONE:   Seven  member  city-county  board 
Full-time  health  officer 
21  full-time  community  health  nurses 
(school  nursing  provided  by  health  department) 
Home  health  care  services 
1  Headstart  nurse 

1  nurse,  Maternal  &  Infant  Special  Project 
1  nurse.  Maternal  &  Child  Health  Special  Project 
1  nurse.  Migrant  Health  Project 

1  nurse,  Montana  Center  for  Handicapped  Children 
6  full-time  sanitarians 

(plus  various  other  ancillary  public  health 
personnel) 


COUNTIES  WITH  FEDERALLY-FUNDED  FAMILY  PLANNING  PROGRAMS: 


CASCADE 

CUSTER 

DAWSON 

FERGUS 

FLATHEAD 

GALLATIN 

HILL 

LAKE 


LEWIS  &  CLARK 

MISSOULA 

PHILLIPS 

POWELL 

RAVALLI 

ROSEBUD 

SILVER  BOW 

YELLOWSTONE 
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ADDENDUM 


The  proposed  Code  of  Local  Government,  House  Bill  122,  which 
contained  the  proposed  public  health  law,  did  not  pass  the 
legislature  in  1977.   An  interim  committee  will  be  appointed 
to  study  HB  122  between  the  1977  and  1979  sessions  of  the 
legislature  and  present  its  recommendations  to  the  1979 
legislative  assembly. 

Three  financial  measures  relating  to  the  public  health 
proposal  also  failed  to  pass  the  legislature.   They  were: 

HB  671  -  a  bill  establishing  a  program  of  grants 

of  state  monies  to  local  health  departments 

HB  503  -  a  bill  appropriating  monies  to  fund  the 
state  grant  program  in  an  amount  equal 
to  $1.00  per  capita 

HB  505  -  a  bill  to  replace  federal  funds  {314d)  in 
the  budget  of  the  state  laboratory  with 
state  monies  -  the  proposal  would  have 
re-distributed  these  federal  funds  to 
local  health  departments 

Early  in  the  legislative  session,  the  Montana  Association  of 
Local  Health  Officers  had  the  proposed  public  health  law 
drafted  and  introduced  as  a  separate  bill.   When  HB  122 
failed  to  pass  the  legislature,  the  Local  Health  Officers 
Association  bill  (HB  294)  began  its  trek  through  the 
legislative  process.   However,  this  bill  also  failed  to  pass 
the  legislature. 
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